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Introduction to the Portfolio: Volume I
This portfolio contains a selection of work completed during the PsychD in
Clinical Psychology training course.
Volume I contains (i) the academic dossier, consisting of two essays, three 
problem based learning accounts, and two case discussion group process 
accounts summaries; (ii) the clinical dossier, containing summaries of the five 
placements, and the four case report summaries and summary of the oral 
presentation of clinical activity; (iii) the research dossier, comprising the 
research logbook, the service related research project completed in year one, 
the abstract of the qualitative research project completed in year two and the 
major research project completed in years two and three.
Volume II contains (i) the academic dossier, comprising the two case 
discussion group process accounts in full; (ii) clinical dossier containing the 
four case reports and documentation accompanying the oral presentation of 
clinical activity, and the placement contract, evaluation forms, logbooks and
trainee feedback forms. Due to the confidential nature of the clinical material, 
this volume will be kept within the Clinical Psychology department of the 
University of Surrey.
The work presented in this portfolio reflects the range of client groups,
presenting problems and psychological approaches covered during the course. 
Within each dossier, the work is presented in the order in which it was
completed to illustrate the development of my clinical, academic and research 
skills during the period of training.
Identifying details have been changed or removed in this portfolio in order to 
maintain confidentiality and anonymity.
Copyright Statement
No part of this portfolio may be reproduced in any form without written 
permission of the author, except by the University of Surrey librarian for 
legitimate academic purposes.
© Clark Davison, 2010
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Overview of the Academic Dossier
This dossier consists of the two essays written during the first two years of the
PsychD training course, the three problem based learning accounts and 
summaries of the two case discussion group process accounts. The case
discussion group process accounts can be found in Volume II of the portfolio.
Adult Essay -  Approaches to Psychological Distress
Even people who feel paranoid have enemies! Discuss the possible 
meaning and function of paranoid/persecutory ideas. How might 
clinical psychologists work with people who feel so a&aid?
Programme Year: Year One
Adult Mental Health Essay
Introduction
Why is it important to focus on paranoia as an essay topic? One reason is due 
to its clinical relevance (Freeman et a l, 2002), particularly within the context 
of an NHS that is asking clinical psychologists to work with complex and 
severe symptoms (e.g. NIMHE, 2001, 2004). Paranoia is also associated with 
distress, having clear ramifications for the individuals involved. Higher levels 
of paranoia are associated with greater depressed mood, higher social anxiety, 
and lower self-esteem (Martin & Penn, 2001). These factors have influenced 
the essay choice.
When thinking about paranoia it may appear useful to look at the concept of 
schizophrenia. Paranoia is identified as a potential symptom of schizophrenia, 
a group of psychotic disorders characterized by disturbances in thought, 
perception, affect, behaviour, and communication lasting longer than 6 months 
(APA, 1994). Whilst this diagnosis may appear useful, this essay proposes that 
the study of symptoms rather that syndromes, is more sensible (Kinderman et 
a l, 2003). Recent approaches to the study of psychosis have emphasized a 
symptom-based approach (Combs gr a/., 2006), resulting in psychological 
models that attempt to explain the processes underlying the different types of 
experience reported (Bennett, 2006). Increasingly paranoia has also been 
considered not just as a symptom of disorder, but as an experience of interest 
in its own right (Freeman & Garety, 2006). For the purposes of this essay 
which focuses specifically on paranoia and persecutory ideas, a symptoms- 
based approach should prove useful.
Within this essay the terms ‘paranoia’ and ‘persecutory delusions’ will be used 
interchangeably. This is in part a reflection on existing literature, where these 
terms are often used to convey similar concepts. For clarity, a delusion might 
be seen as an individual’s attempt to make sense of an event, of which the 
interpretation is seen by others as being incorrect (Freeman et a l, 2001) and 
out of keeping with their social, cultural and educational background 
(Haddock & Slade, 1997). Paranoia can be viewed as a sub-type of delusional
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belief (Freeman & Garety, 2006) where planned harm by others is a key 
defining attribute (Chadwick et a l, 1996). It should also be noted that as well 
as being a possible symptom of schizophrenia, there are many other diagnoses 
in which it occurs (Freeman & Garety, 2006) such as personality disorder, 
dementia, and substance withdrawal.
When defining the term ‘paranoia’ in more depth, it may be useful to view it 
as existing on a continuum. Freeman and Garety (2006) for example, suggest a 
relationship of degree between clinical and non-clinical paranoia. They note 
that paranoid thoughts regularly occur in 10-15% of the normal population, 
with varying levels of severity. Clinical in comparison to non-clinical 
paranoia, is seen as being more pathological and found mainly in people with 
psychiatric illness (Combs gr a/., 2002). Chadwick (2006) describes the key 
emotion in paranoia as fear, people are fearful of harm to themselves, or 
others, or both. This essay will focus specifically on clinical paranoia, where 
emotion and distress will be more severe. It will explore its meanings and 
functions and will then look at the potential role of clinical psychologists in its 
treatment.
Next this essay will look at the main cognitive theories explaining the 
formation and maintenance of paranoia. It is hoped that in doing so it will 
reflect on both the meaning of paranoia and the function it serves. A cognitive 
approach is taken in light of the development of cognitive behavioural therapy 
(CBT) approaches to the treatment of paranoia and the bulk of recent literature 
published in this area. The work of Bentall, Chadwick and Freeman and their 
colleagues will be presented. It is felt that these present the most 
comprehensive and mainstream approaches to date and that it is useful to 
present several models. Each offers a useful perspective for clinical 
psychologists working with differing presentations of paranoia and an 
understanding of its possible development.
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The formation and maintenance of paranoia
A key psychological approach to paranoia can be found in the cognitive model 
developed by Bentall and colleagues (Bennett, 2006). Bentall has found that 
paranoid individuals tend to make excessively internal attributions for positive 
events and abnormally external attributions for negative events (e.g.
Kinderman & Bentall, 1997b). Thus they tend to blame other people or 
circumstances if something goes wrong but credit themselves if something 
goes right (Haddock & Slade 1997).
Bentall and Kinderman (2000) describe a model that attempts to explain these 
findings. Within the model, paranoid individuals are particularly attentive to 
threatening stimuli that are likely to activate underlying or implicit negative 
representations of themselves. There is a threat therefore, to trigger 
discrepancies between actual (perception of ourselves as we actually are), 
ideal (how we would like to be) and ought (how we feel we ought to be) self­
representations. Externalizing causal attributions are evoked in such situations, 
which result in a reduction of the discrepancies between actual-self and the 
ideal and ought self-representations, but trigger discrepancies between self­
perceptions and representations of others’ views of the self. Bentall and 
Kinderman (2000) note that the paranoid’s tendency to blame others 
understandably leads to the belief that others have hostile intent towards them. 
Thus paranoia might be seen as the final product of a sequence of events in 
which external-personal attributions are repeatedly evoked by threatening 
events with ever-increasing strength (Bentall & Kinderman, 2000). Support for 
the model comes fiom Kinderman gf a/. (2003) who found that being exposed 
to threat-related material caused paranoid individuals to significantly reduce 
self-actual and self-ideal discrepancies, but to significantly increase self-actual 
and self-other discrepancies.
Bentall and Kinderman (2000) also note that paranoid individuals specifically 
implicate the intentions of others (making external-personal attributions)
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rather than situations (making external-situational attributions). One 
explanation is that paranoid individuals have Theory of Mind (ToM) deficits - 
they have difficulty interpreting what other people are thinking or feeling 
(Bennett, 2006). If people are unable to take into account another’s perspective 
and are unwilling to blame themselves for negative events, they may be left 
thinking someone deliberately wants to hurt them, hence the inclination to 
make external-personal attributions (Bentall & Kinderman, 2000). Support 
comes from studies indicating that paranoid individuals perform poorly on 
ToM tasks (e.g. Harrington et a l, 2005). Although as Harrington et a l (2005) 
point out, there has only been limited support for impaired ToM in paranoid 
individuals.
Bentall and colleagues model has been challenged over the years. Whilst the 
model might suggest paranoia serves a defensive function, particularly against 
low self-esteem; some have argued that levels of self-esteem in paranoid 
individuals are inconsistent. Some studies report high self-esteem, some high 
self-esteem but only in the absence of depression, some low self-esteem, and 
some no relationship at all (Morrison et a l, 2004). However Bentall et a l
(2001) suggest that paranoid individuals might be locked into an intense 
struggle to maintain positive self-representations that oAen fails. Bentall 
(2003) points out the need for a dynamic account of the relationship between 
self-representations, other cognitive structures and environmental influences. 
He argues that a model of this kind can accommodate inconsistent findings on 
self-esteem. Whilst Kinderman et a l (2003) indicated some support for 
dynamic and responsive processes in paranoia; Humphreys and Barrowclough 
(2006) suggest that the reason for discrepant findings actually lies in the use of 
measures with questionable validity and reliability. Yet in their study using 
supposedly improved methodology, they found no self-serving bias in 
paranoia. Here low self-esteem was associated with increased paranoia.
Whilst the model presented by Bentall and colleagues has added much to our 
understanding of the formation and maintenance of paranoia, it is still not
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widely accepted as a definitive explanation (Humphreys and Barrowclough, 
2006).
Following on from the work of Bentall and colleagues, Chadwick suggests 
there are two forms of paranoia - ‘poor me’ or ‘persecutory paranoia’ and ‘bad 
me’ or ‘punishment paranoia’. Poor me paranoia is seen as being consistent 
with the explanation of paranoia offered by Bentall where paranoia tries to 
compensate for low self-esteem. Chadwick et al. (1996) explain that here 
individuals perceive interpersonal negative evaluation and construe it as a 
form of unjust persecution. Poor me paranoids reject criticism, condemn the 
persecutor, and see themselves as victims. Paranoia in such individuals serves 
to contain huge self-ideal discrepancies between an espoused grandiose self 
and an unconscious actual self. Bad me paranoia on the other hand, is 
consistent with low self-esteem and is not defensive measure. Here individuals 
blame themselves for being bad and view others as justifiably punishing them. 
The bad me paranoid is predisposed to experience the self as alienated and bad 
or flawed. Thus paranoia acts as a defence against the subjective self being 
revealed and objectified by another. Support for two types of paranoia comes 
from Chadwick et al. (2005), who found that bad me paranoids had lower self­
esteem, more negative self-evaluative thinking, lower negative evaluations 
about others, and higher depression and anxiety than poor me paranoids.
Chadwick (2006) formulates paranoia within an ABC framework. Here 
persecutory delusions (B) are interpretations of an event (A) and may or may 
not be associated with distress and disturbance (C). Paranoia is more likely to 
occur under environmental conditions (A) associated with either high self- 
awareness and psychological or physical threat, or ambiguity or uncertainty. 
The response is fear (C) followed by safety behaviours and external 
attributions (B). Chadwick (2006) notes that for many clients paranoia 
develops in childhood or adolescence as a learned response to life events, 
usually traumatic. Chadwick et al. (1996) suggest that a confirmation bias may 
then be involved in maintaining paranoia, where information is sought that
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helps to confirm beliefs. Thus people may reinterpret past events in line with 
current beliefs or take their fear and anxiety as evidence of an actual threat.
According to Chadwick et al. (1996), whilst the work of Bentall and 
colleagues offers a basis for an adequate understanding of poor me paranoia, it 
does not fit the bad me paranoia that has been isolated. Chadwick et al. (2005) 
note that acknowledging two types of paranoia is useful as it clarifies 
differences in clinical presentation and the phenomenology of paranoia. It also 
offers a psychological account for how these processes are hypothesised to 
emerge from distinct failures in the self-construction process. However Bentall 
et al. (2001) argue that the validity of the distinction between poor me and bad 
me paranoia is weak. They suggest that many people who would be classified 
as bad me paranoids are in fact severely depressed, suffering from delusional 
guilt. Melo g/ a/. (2006), suggests that they may even represent separate 
phases of an unstable phenomenon. They found individuals perceived 
deservedness of persecution could vary over time so that some were poor me 
paranoids at one point and bad me paranoids at another.
Freeman and colleagues suggest that no single factor is likely to account for 
paranoia. Thus they argue that a multi-factorial account is more useful, in
addressing the complexities involved in the formation and maintenance of 
paranoia (Freeman & Garety, 2006). Whilst incorporating elements of the 
attributional model, they argue that paranoia is a direct reflection of the 
emotions of an individual and not a defence (Freeman et a l, 2002).
Underlying the model is a stress-vulnerability framework, where an interaction 
between vulnerability factors and stress leads to symptoms of paranoia. 
Cognitive biases may also be triggered leading to pre-existing beliefs about the 
self, others, and the world being drawn upon (Freeman et a l, 2002). Paranoia 
is likely to develop if an individual already believes they are vulnerable, or 
consider they deserve to be harmed because of their own previous behaviour, 
or because they view other people and the world as hostile and threatening
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(Freeman et a l, 2002). Thus according to Freeman and Garety (2006), a 
combination of factors is involved in the formation of paranoia. This can 
include environmental factors such as ambiguous social information, 
coincidences and negative events. Anomalous or unusual internal feelings and 
perceptions may also be perceived in a certain light. And reasoning biases may 
be present where suspicion becomes near certainty.
Another important factor in paranoia according to Freeman and Garety (2006) 
is that of emotional distress. Freeman et a l (2002) note that pre-morbid levels 
of anxiety and depression can influence the formation of paranoia, with 
anxiety being particularly significant. If someone is isolated, secretive or 
mistrustful, has little belief flexibility or a need for closure, then they will be 
more likely to accept the initial explanation -  the anxious, paranoid belief. The 
conclusion is that it is useful to give anxiety a central role in paranoia. Some 
support comes from a study by Chadwick et a l (2005). Here differences in 
self-esteem and self-evaluations were not fully accounted for by differences in 
depression. However whilst the model of Freeman and colleagues would 
appear to be a useful tool in understanding paranoia, it is still unclear as to 
whether anxiety really plays as large a role as they would suggest.
Formation and maintenance -  some conclusions
This essay has so far presented some of the main cognitive perspectives on the 
formation and maintenance of paranoia. Whilst the models discussed share 
some features and have evolved since their conception, we have to ask 
whether we are any closer to a unified approach. It seems unlikely for example 
that paranoia has one cause, yet the multi-factorial approach of Freeman and 
colleagues does not sit well with some features of the other models presented. 
It is for this reason that considering several different models might be useful.
The evolution of psychological therapies has been driven by the development 
of psychological models (Castle et al, 2003). Thus one of the reasons why 
research into paranoia has been important is that it has facilitated the 
development of specific CBT interventions (e.g. Corcoran et a l, 2006;
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Humphreys & Barrowclough, 2006). The implications of the models presented 
above, will now be explored in relation to a therapeutic context, with a focus 
on the role of clinical psychologists in working with paranoid individuals.
Working with Paranoia
When thinking about the role of clinical psychologists in working with 
paranoid individuals, the most obvious avenue would seem to be the use of 
psychological therapy. Yet in the past it was believed that talking to 
individuals about persecutory delusions was not only unhelpful, but potentially 
damaging (Castle et a l, 2003). However, it is now recommended that paranoid 
individuals are given time to talk about them, and CBT techniques are 
increasingly being used to reduce distress (Freeman & Garety, 2006).
The main aims of CBT in paranoia are to ameliorate distress, disability and 
emotional disturbance, as well as to reduce the chance of relapse (Castle et a l , 
2003). It involves disputing an individual’s assumptions by direct verbal 
challenge or by general discussion of alternative perspectives. This encourages 
an individual to view a persecutory delusion as just one of several possibilities 
(Bennett, 2006). Harris et a l (2002) suggest that simply re-examining the 
evidence relating to a belief in an open, honest and guided way, can help to 
change the conviction with which a belief is held. In this way associated 
distress or disruption can be reduced without the need for direct challenges. 
Once some doubt has been established, an individual may then be encouraged 
to carry out behavioural experiments, to help collect evidence relating to the 
belief or to an alternative explanation.
According to Landa et a l (2006), there is support for the effectiveness of a 
CBT approach for paranoia. Using group CBT for delusions over 13 sessions, 
they reported a significant reduction in delusional conviction and associated 
intensity of distress, and an increased ability to dismiss delusional thoughts.
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Bentall and colleasues
Looking at the work of Bentall and colleagues, one can examine their specific 
contributions to a therapeutic approach. Bentall and Kinderman (2000) for 
example, present a model of working with paranoid individuals, where 
attempts are made to understand collaboratively the significance that has been 
attached to specific events or circumstances. Alternative explanations are 
presented and debated, relevant evidence elicited or sought, and in some cases 
delusions are traced to underlying irrational beliefs. During this process direct 
confrontation is avoided and tactical withdrawal used when necessary to 
maintain rapport. According to Bentall and Kinderman (2000), if delusions 
reflect abnormal attributions, then changing these attributions should result in 
a reduction of paranoid symptoms. The suggestion is that it is external- 
personal attributions that lead to paranoia. Thus therapists should be able to 
challenge this by encouraging people to make external-situational attributions, 
by helping people to think about situational factors which may have played a 
role in negative events. They argue however, that directly confronting people 
with evidence that is inconsistent with their delusions might exacerbate 
symptoms or lead to resistance. The recommendation therefore, is to use less 
threatening approaches. Support for the use of this approach was found by 
Kinderman and Bentall (1997a) with an individual suffering distress in 
relation to persecutory delusions. The intervention involved re-attributing 
negative life experiences, to situational causes, rather than to a conspiracy 
directed towards himself. The result was a reduction in paranoid ideation, 
maintained at follow-up. However, whilst providing evidence of success in 
this case, it does not imply the approach will be successful with other 
individuals. An investigation into the application of the approach on a larger 
sample of participants would be more useful.
Chadwick and colleasues
Chadwick et al (1996) note that once people can construct their own tests of 
their delusional beliefs, they can then be asked to explore how delusions affect 
their life now. Thus they can look at their advantages and disadvantages, and 
how life might be different if delusions were false. Within their approach to
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therapy, the therapist has in mind the same conceptual ‘prompts’ - a complete 
assessment following the ABC formulation of delusions, an exploration of 
current paranoid automatic thoughts, and a search for other-self, self-other or 
self-self negative person evaluations (Chadwick et a l, 1996).
Chadwick and Lowe (1990) presented the use of a structured CBT approach 
for delusional beliefs. It involved detailed assessment, the use of structured 
verbal challenge by discussing evidence, and reality tests of delusional beliefs. 
They found that the intervention helped 5 of the 6 clients to effectively 
regulate their delusional thinking. However the small sample size in this study 
cannot be taken as proof of efficacy for the approach.
Chadwick et a l (1996), also suggest that different interventions should be 
used for poor me and bad me paranoids. They suggest that poor me paranoids 
are more difficult to engage, partly because of the prominence of anger and the 
absence of conscious negative self-evaluations. Whilst with bad me paranoids, 
other-self and self-self negative evaluations are conscious and comparatively 
easily accessed, drawing these out in poor me paranoia is a harder task. 
Chadwick er a/. (1996) suggest three steps in the process of eliciting these 
links - clarify the delusion, clarify the other-self evaluation and look for a self­
self evaluation. Once this has been achieved a therapist can look at how the 
self-self evaluation connects to paranoia, and how it might be worked on in 
therapy. There are then four stages in an intervention - dispute and test the 
delusion, connect it to the other-self evaluation, convey the insight that the 
defensive self-other negative evaluation is a defence against a possible self­
self evaluation, and dispute and test the self-self evaluation.
More recently Chadwick (2006), described how mindfulness techniques can 
be used within a person-based cognitive therapy approach to paranoia. 
Mindfulness can be described as a way to enhance emotional, psychological 
and physical well-being by learning to be aware and accepting of all 
experience (Chadwick, 2006). Within a CBT approach it involves asking 
people to discuss their current coping strategies which are usually grouped at
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either end of a diagram - avoiding contact with a sensation or getting lost in 
reacting to it. Mindfulness can be shown to be in the middle of these two 
extremes. Individuals are encouraged to practice being open to and accepting 
of paranoid thoughts and images yet letting them pass without becoming lost 
in reacting. Chadwick (2006) reports no harmful effects of learning 
mindfulness or of being in a group with person-based cognitive therapy 
principles. The suggestion is that it can be a useful psychological tool.
Freeman and colleasues
Looking at the clinical implications of their model, Freeman et al. (2004) 
suggest that therapists will need to develop plausible and compelling 
alternative accounts, approaching from a perspective of understanding and 
making sense of paranoid experiences rather than challenging them (Freeman 
and Garety, 2006). According to Freeman and Garety (2006), taking a ‘voyage 
of discovery’ approach will be more helpful in engaging individuals. If this is 
combined with an empathie and collaborative style, individuals will feel they 
are taken seriously. Freeman et al. (2002) also note that it is important to be 
attentive to issues of rapport and stigmatisation. In particular they suggest that 
therapists will need to be sensitive not to be seen as viewing clients as 
mentally ill. Thus a key task is to develop alternative explanations for 
persecutory delusions that are palatable and non-stigmatising. In addition they 
suggest that using coping strategies early in therapy can build trust and reduce 
emotional distress. Strategies that help a person deal with distress while 
engaged in activity, reduce focus on delusions, but do not deliberately 
suppress delusional thoughts, are considered the best.
Freeman and Garety (2006) note that whilst their approach is similar to CBT 
for other disorders, some specific modifications have been made. Freeman
al. (2006) present six steps within an intervention -  helping individuals to 
become detached observers of their fears; detailed understanding of the causes 
of paranoia; helping individuals to review their interpretations; testing 
paranoid fears using behavioural experiments; focusing on what they are doing 
not thinking; worrying less about paranoid thoughts.
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Another possible difference in the work of Freeman and colleagues, in 
comparison to others, is that it suggests that an individualized model can guide 
therapeutic interventions. Freeman and Garety (2006) note that individual 
variability means that there are no simple explanations for the formation and 
severity of paranoia. Thus therapists will need to discuss with individuals, the 
aspect of paranoia they are hoping will change in therapy. Freeman et al.
(2002) argue for example, that altering the identified maintenance factors 
involved in an individual’s paranoia can be central to achieving a good 
outcome. This helps to emphasise the importance of an individual’s social 
world in the formation and maintenance of paranoia. Thus social factors which 
are sometimes ignored in cognitive therapy, such as relationships with others, 
may be valuable topics for discussion in therapy.
So far this essay has looked at psychological approaches that clinical
psychologists might use in working with paranoid individuals. It is also useful 
however, to consider some of the pitfalls that might be associated in working 
with this client group. Chadwick (2006) for example, states that therapists are 
commonly assimilated into clients’ paranoid beliefs. Whilst this can block 
effective collaboration, with most clients it may be sufficient to acknowledge 
and accept that mistrust of therapists is likely at times, and encourage clients 
to be open about it. However Chadwick states that when a therapist is 
perceived as independently persecuting the client or of being in league with 
others, this can become a larger issue. Chadwick argues that becoming fearful 
or anxious of this scenario, could become disabling for therapy. Instead radical 
collaboration, consistency and honesty, can minimise client mistrust. Freeman 
and Garety (2006) note that this happens less when a therapists approach is 
empathie and based on understanding. When it does happen, they suggest that 
reassurance and problem-solving techniques can be helpful.
According to Castle et al. (2003), another possible pitfall associated with the 
use of psychological therapies in the treatment of paranoia, has been the way 
in which they have been delivered. They argue that they are often evaluated as
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if they were an antibiotic, with success implying improvements in symptoms 
and then durability of these changes when treatment is withdrawn. This leads 
to the conclusion that if symptoms return, the treatment has failed. They argue 
instead that psychological interventions should also be provided as 
maintenance therapy, given in a ‘depot’ every few months. The suggestion is 
that assumptions about the mechanisms of psychological therapy have 
hindered their adoption in health services, as the maintenance component 
would increase costs, despite benefiting individuals’ quality of life. Clinical 
psychologists may have a role to play in the future, in advocating a 
‘maintenance’ approach to therapy in their work with paranoid individuals.
It may sometimes be appropriate and important for clinical psychologists to be 
aware of potential cultural influences, such as ethnicity and social status. 
Combs gr (2002) for example, suggest that issues of race, ethnicity, low 
socioeconomic status, social isolation, and immigration, have been related to 
cultural mistrust and suspiciousness. In this way paranoid ideation may be an 
adaptive coping strategy in the face of perceived prejudice and real-life 
threatening events, or exploitation. Whilst some of these findings may be 
framed in time and change as cultural influences change (Bennett, 2006), it 
will be important for clinical psychologists to consider these issues in their 
work.
Another issue that clinical psychologists will have to consider is that of risk. 
When working with paranoid individuals, they will have to weigh up the risk 
that engaging in therapy carries. There will inevitably be a balance between 
this risk and the risk of an individual maintaining persecutory delusions that 
may be associated with severe emotional and behavioural disturbance 
(Chadwick et a l, 1996). Chadwick et a l (1996) state that whilst some 
individuals show higher levels of distress following weakening paranoia, there 
is no strong evidence to suggest that therapy is harmful to most or even many 
clients. For most people it is associated with an increase in psychological well­
being (Chadwick et a l, 1996). Chadwick (2006) points out that it may help to 
discuss the likely effects of disclosure of paranoia beforehand.
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Conclusions and Personal Reflections
This essay has highlighted the cognitive models of Bentall, Chadwick and 
Freeman and their colleagues in explaining the formation and maintenance of 
paranoia. In doing so it has helped to explore the possible meaning and 
function of paranoia, at a clinical level of severity. This essay has also 
explored the work that clinical psychologists might undertake with 
individuals, who suffer distress, as a result of their paranoia. It has presented a 
CBT approach that clinical psychologists might utilise in their work and 
described the more specific approaches of Bentall, Chadwick and Freeman and 
their colleagues. It has also looked at some considerations that clinical 
psychologists might make in relation to their work.
It would appear that the future for clinical psychologists working with 
paranoia is bright. It seems for example, that there is a growing evidence base 
supporting explanations for the development of paranoia and for the 
effectiveness of a CBT approach in treating paranoia. National clinical 
guidelines on schizophrenia (NICE, 2003) for example, identify psychological 
interventions and CBT as a treatment option. This may be in part due to the 
limitations of medication (Freeman & Garety, 2004) in this area. Castle et al.
(2003) note for example, that whilst medication might control the severity of 
symptoms, it is not uncommon for them to persist, or reappear despite 
adequate amounts. Medication has also been linked to a high incidence of 
side-effects and poor adherence to treatment (NICE, 2003). In addition 
symptoms can continue, are distressing, and can have a dramatic effect on a 
person’s quality of life (Castel et a l, 2003). Thus is it is understandable that 
psychological interventions are being used either in collaboration with or as an 
alternative to medication. In addition, in recent years, there has also been a call 
for clinical psychologists to work with severe and complex symptoms (e.g. 
NIMHE, 2001, 2004).
The developments described above have potentially positive implications for 
the use of CBT in the treatment of paranoia and for clinical psychologists
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work in this area. However some questions still remain. It is not clear for 
example whether clinical psychologists will be able to supply as much as is 
demanded of them. The BPS (2004) for example, has stated that there is likely
to be a significant gap between the supply and demand of psychologists in the 
NHS. They note that the gap is such, that it may be unbridgeable without 
significant innovation (BPS, 2004). Within my own work in a previous post, 
as an assistant psychologist, I compared the psychology workforce at that time 
(2006), with the recommendations in the BPS document. I found that the 
existing workforce was significantly lower than the figures recommended by 
the BPS. In addition, when conducting a series of focus groups with staff, 
service users and carers, the response was often received, that the supply of 
psychological therapies was severely outweighed by the demand made on 
those services. These factors may temper the work that clinical psychologists 
will be able to undertake with individuals suffering distress as a result of 
paranoid ideas. Yet it should not take away from the benefits that such work 
could provide.
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Introduction
New Ways of Working (NWW) is a programme led by The National Institute 
for Mental Health in England (NIMHE) and the Care Services Improvement 
Partnership (CSIP). NWW has arisen within the context of the English 
National Health Service (NHS) and its provision of Mental Health Services 
(BPS, 2007b). NWW in Mental Health (2007a) describes NWW as a 
mechanism for developing new and enhanced mental health staff roles and for 
redesigning systems and processes to support mental health staff. Its purpose 
is to create a culture shift in NHS mental health services, towards delivering 
effective and sustainable person-centred care in a way that is flexible and 
responsive.
NWW is currently aimed at influencing everyone working in mental health 
services, the service users and carers they work with, employing organisations 
in health and social care, commissioners. Strategic Health Authorities, and 
Higher Education Institutions (BPS, 2007b; NWW in Mental Health, 2007a, 
2007b).
Given its scope, this essay could have looked at the potential impact of the 
whole NWW programme for each of the professional groups working in 
mental health services in the NHS and for services users and carers. However, 
due to space limitations it will take a narrower focus, looking in more depth at 
the guidance documents around NWW for the clinical psychology profession. 
It will briefly describe the changes this profession may be expected to make, 
exploring the potential impact of NWW in clinical psychology on clinical 
psychologists working in mental health services in the NHS, their colleagues, 
and the service users and carers using these services. The essay will conclude 
by summarising the issues discussed and considering the future of NWW for 
clinical psychology.
This essay title has been chosen as it allows exploration of a national 
programme that has the potential to affect the authors working practices and
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that of their colleagues in fundamental ways. This forms a strong avenue of 
interest.
The impact of NWW in clinical psychology
In July 2005 a NWW for Applied Psychologists sub-group was established 
with seven objectives leading to the establishment of seven groups to meet 
these objectives (NWW in Mental Health, 2007a). This essay will now briefly 
explore NWW guidance for clinical psychology in each of these areas. It will 
also consider some of the potential ways in which NWW might impact 
positively and negatively in each of the seven areas on clinical psychologists, 
their colleagues in the NHS, and service users and carers.
Due to space limitations some of the seven areas will be explored in more 
detail than others. Decisions around which areas to focus on in more depth, 
were based on the degree of overlap between different areas, the amount 
written around each area, and the authors sense of which areas presented the 
greatest possible avenue for change within the clinical psychology profession.
One of the main recommendations of the New Roles project group is that the 
skills of graduate psychologists should be used to meet the increasing demand 
for psychological services (BPS, 2007b). This would involve the creation of 
new roles for graduates as trainee psychology assistants, psychology 
assistants, and senior psychology assistants (BPS, 2007b). A training 
framework for graduate psychologists has been developed to address this and 
it is envisaged that these positions would deliver psychological services to a 
wide range of client groups and service contexts (BPS, 2007b).
The BPS (2007b) suggests that NWW will impact positively on people 
employed in the proposed new roles. They will have distinct, regulated, 
sustainable, career pathways that are realistically and fairly remunerated, and
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incorporate a training framework consisting of awards at each level. However 
this implies that applied psychology training courses will develop training 
programmes for psychology assistants, representing a coherent training 
progression from undergraduate to doctoral level (BPS, 2007b), which might 
be difficult to guarantee.
Some evidence has emerged in support of the new associate psychologist role. 
Following a pilot of the role, stakeholders in participating NHS Trusts 
suggested that the training and emerging role offered a valuable and 
sustainable contribution to the delivery of psychological therapies (NWW in 
Mental Health, 2007a). Trainee psychology associates on the Clinical 
Associate Scheme in Scotland also reported high levels of satisfaction (BPS, 
2007h). This suggests that the proposed new roles might impact positively on 
clinical psychologists, their colleagues in the NHS and service users and carers 
by taking some of the pressure off the need to deliver psychological therapies.
The roles described will be working within the multi-disciplinary mental 
health workforce. Thus their successful implementation will be largely 
determined by the willingness of existing staff to engage with and support 
them (NWW in Mental Health, 2007b). It is possible that despite the potential 
advantages, colleagues may not be accepting of these new roles. Clinical 
psychologists might also worry that increases in applied psychology roles at 
lower pay bands will lead to an overall reduction in the number of clinical 
psychologist roles at higher bands. This represents a potentially significant 
threat to the role of clinical psychologist. It could also impact negatively on 
service users who might have less access to psychological therapy 
interventions requiring higher levels of training and expertise.
The BPS (2007g) document on Models o f Training highlights the potential 
future for the training of clinical psychologists. It states that a progressive, pre- 
doctoral training pathway for psychology graduates working in the NHS needs 
to be developed, leading directly to doctoral training. It goes on to generate
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radical alternative training models for clinical psychology. One suggestion is 
for a greater unification between the applied psychology divisions e.g. clinical, 
counselling, health etc. (NWW in Mental Health, 2007a). Another includes 
moving away from having a higher number of applied psychologists on higher 
pay bands towards a ‘Christmas tree’ model with a broader base of people at 
lower grades. In combination with these suggestions the BPS (BPS, 2007g, 
2007h) presents four potential alternative models. Each model proposes 
having a common training pathway moving from graduation through pre- 
doctoral training stages. The ‘New Roles - Model A’ for example (highlighted 
as the most commendable) proposes three pre-doctoral phases with each 
generally lasting one year and working towards the achievement of the 
relevant certificate, diploma, and Masters degree.
The BPS (2007g) states that the development of a pre-doctoral training 
pathway would make a significant contribution to the NHS by providing 
capacity and competencies to deliver psychological therapies. It also notes that
at present only a minority of high calibre psychology graduates are obtaining 
training places on doctoral courses. Thus a new training model might highlight 
a way in which NWW might impact positively on those psychology graduates 
wishing to work in the NHS (BPS, 2007h).
There is some suggestion that a new model of training would attract a more
diverse range of individuals into the clinical psychology profession (e.g. men, 
black and minority ethnic groups, people with greater life experience) by 
having a clearer and more coherent training pathway (BPS, 2007g). In this 
respect the new training model might impact positively on the clinical 
psychology profession and NHS workforce as a whole in terms of achieving a 
higher proportion of employment diversity. However an alternative view 
might be that the creation of the new routes into clinical psychology might 
actually deter people from diverse backgrounds and underrepresented groups 
from a career in clinical psychology by expecting people to work at lower pay 
bands before potentially progressing further (BPS, 2007g).
Professional Issues Essay
32
Despite the potential advantages of a new model of training, the BPS (2007g) 
states that the current model represents good value for money from a training 
commissioning perspective as it is well established, has negligible attrition 
rates, and promotes high standards in training and professional practice. As the 
BPS (2007g) notes, there has been a strong defence of the current doctorate 
training to the extent that there is now widespread concern that the NWW 
training model project represents a major threat to doctoral qualifications and 
appointments in clinical psychology. A new training model could reduce 
existing funding to clinical psychology, and might undermine the strengths of 
the current model, the role of applied psychologists and the profession (BPS, 
2007g).
Another concern is that the new proposed models encourage graduates to enter 
the profession as early as possible as opposed to consolidating their clinical 
experience in other roles before coming to doctoral training later on (BPS, 
2007g). Perhaps a model preferring greater previous experience would provide 
people with the credibility to take on roles of leadership and management 
currently proposed by NWW (BPS, 2007g). In this respect NWW might 
impact negatively on clinical psychologists and their colleagues in the NHS.
Whilst many clinical psychologists may wish retain the current training model, 
a new model might impact positively on professionals from the other applied 
psychology divisions. The BPS (2007g) notes for example that counselling 
and health psychology are independent applied psychology specialities with 
their own training routes and evolving competency profiles. Yet counselling 
and health psychologists have been unable to obtain funding for their training 
and largely have to fund themselves. A new shared model of training with a 
generic title of ‘applied psychologist’ might be more advantageous for some 
applied psychologists than the current route, separated by applied psychology 
divisions.
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This group has looked towards finding examples of how innovative practice 
for clinical psychologists in the NHS can be developed and recommendations 
have been made for ways in which clinical psychologists might develop better 
working practices (NWW in Mental Health, 2007a).
The BPS (2007e) highlights a number of practice examples of ways in which 
clinical psychologists have adopted new roles including examples of 
innovation. These include developing flexible and sustainable new services, 
building upon the capacity of teams to provide services, measuring 
improvement, and using complex clinical skills. Thus it seems that many 
clinical psychologists are already willing to adopt new working practices and 
have witnessed the positive impact of doing so. The BPS (2007e) also notes 
that clinical psychologists are already seen to hold a number of skills that put 
them in a strong position to take on new roles within their teams e.g. research, 
training, supervision, planning and delivering innovative service improvement 
projects, and clinical leadership.
Amongst their colleagues in the NHS, there may perhaps be some negative 
views on the changing practices of clinical psychologists. NWW in Mental 
Health (2007b) notes that whilst NWW is generally finding favour with 
practitioners, it is medical and nursing staffs that were mostly changing their 
roles so far. Thus clinical psychologists might be seen as a ‘step behind’ their 
fellow colleagues or as not wishing to readily change their roles or take on 
new responsibilities. Thus NWW could impact negatively on clinical 
psychologists.
Orsanisins, leadins and manasins psvcholosical services 
The potential leadership roles and training needs of clinical psychologists 
throughout their careers have been reviewed (NWW in Mental Health, 2007a). 
The implication is that existing leaders will need to reflect on their style and 
objectives as leaders, changing as appropriate (BPS, 2007c). In addition.
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clinical psychologists will need to develop and exercise certain forms of 
leadership much earlier in their careers (BPS, 2007c).
Many Trusts are appointing psychologists to directors of psychological 
therapies, usually at board level (NWW in Mental Health, 2007c). This is a 
good sign that clinical psychologists are considered for and can take on 
leadership roles. The BPS (2007c) argues that they will be strong contenders 
for these roles due to their broad doctoral level academic and practice-based 
training. The BPS (2007a) states that consultant clinical psychologists ought to 
be in a position to lead and innovate psychological therapy teams and services. 
Their experiences of supervising others and broad knowledge of different 
levels and modalities of psychological therapies also places them in a good 
position in this respect. Thus in this sense NWW might be seen as having a 
positive impact on clinical psychologists.
Whilst there is recognition that clinical psychologists are already 
demonstrating effective leadership behaviours which need to be utilised, there 
is also recognition that these skills need to be further developed across all 
grades (BPS, 2007c). This means that whilst clinical psychologists are 
potentially at an advantage in adopting organisational and leadership roles, 
they will perhaps have to develop their skills in these areas further and their 
competence and confidence to assume these roles cannot be assumed (BPS, 
2007d). It may also be the case that some clinical psychologists will not feel 
comfortable at adopting these new roles. In this respect NWW may impact 
negatively in terms of representing an unwelcome challenge to existing 
practices.
Clinical psychologists will also face competition for leadership roles from 
their colleagues in the NHS. According to NWW in Mental Health (2007d) 
leadership within teams should be based primarily on competence rather than 
profession. This means that clinical psychologists may not automatically be 
considered for these roles and may have to concede them to other professional 
disciplines. Thus in the area of leadership NWW has the potential to impact
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both positively and negatively on clinical psychologists and their colleagues in 
the NHS. It seems that ultimately it will depend on the relative skills of the 
individual professional to determine which.
As the BPS (2007b) states, clinical psychologists will need to play a 
significant role in the process of empowering service users and carers to play 
an influential role in developing services. Thus NWW in clinical psychology 
also has the potential to impact positively on service users and carers in terms 
of organising services.
Team workins
Recommendations about the best ways that clinical psychologists can 
contribute to the development and work of multidisciplinary teams have been 
made (NWW in Mental Health, 2007a). These include the assumption that 
clinical psychologists will need to become further integrated into teams (BPS, 
2007d).
The BPS (2007d) notes that clinical psychologists have an important role to 
play in achieving improved outcomes from team-working. They can achieve 
this by helping to achieve optimal team design and operation, effective 
individual service planning, peer consultation processes, reflective practice, 
effective involvement of users and carers, teaching, training, research 
evaluation and development (BPS, 20071). This highlights a possible positive 
impact for clinical psychologists in terms of enabling them to develop 
influential roles within NHS services. These elements also have the potential 
to impact upon the wider team in a positive way.
In terms of clinical psychologists being further integrated into teams, this has
often been determined by local capacity for psychology input (BPS, 2007d). 
However stakeholders have showed an overwhelming preference for the 
integration of psychologists within teams (BPS, 2007d). The BPS (2007d) 
suggests that increased team integration might impact positively on clinical
psychologists, their colleagues in the NHS, and for service users and carers.
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This might be achieved by enabling greater clarity, credibility and legitimacy 
around the role of clinical psychologists, closer working with other 
professionals with greater ‘psychological’ thinking in teams, and more
opportunities for psychologists to model psychological principles.
Despite the possible advantages, there is some suggestion that historically, 
integrating clinical psychologists into multi-disciplinary teams has been 
difficult (BPS, 2007e). Psychologists have been associated with the greatest 
ambivalence about team-working, as the most likely to see team membership 
as conflicting with their professional identification, and as having been 
specifically excluded from teams (BPS, 2007d). The BPS (2007d) highlights 
some of the ways in which increased integration might impact negatively on 
clinical psychologists, their colleagues in the NHS, and service users and 
carers. This includes the potential for clinical psychologists to ‘get bogged 
down’ in the rest of the teams functioning thus providing less ‘value for 
money’, find difficulty in providing consultation, supervision, teaching or 
training to the team as a whole, be prevented from having a more independent 
viewpoint, have difficulty in holding onto their identity as a psychologist, have 
difficulty in negotiating time for specific psychological work, and be 
prevented from having specialist skills fully utilised.
According to NWW in Mental Health (2007a) feedback from service users and 
carers suggests a preference for increased multidisciplinary team working as a 
means to providing more ‘person-centred’ care. In addition there is a drive for 
service users and carers to become valued, respected members of the 
healthcare team. In many ways NWW in clinical psychology might impact 
positively on service users and carers in this respect as clinical psychologists 
will be expected to aid the development of service users and carers as partners 
in service delivery.
A key message for clinical psychologists in their teams is that they need to
provide a counterweight to the dominance of a ‘medical-model’ approach 
(BPS, 2007d). The BPS (2007d) define a ‘medical-model’ approach as the
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summarisation of signs and symptoms into a diagnosis which then becomes 
the focus of an intervention, and using biological causes to explain a persons’ 
difficulties resulting in the prioritisation of physical interventions such as 
medication. The counter-argument is that there is no firm evidence for a 
primary causal role of ‘biochemical abnormalities’ or genetic factors in the 
aetiology of mental distress (BPS, 2007d). Thus NWW might impact 
positively on clinical psychologists by highlighting the importance of their 
role in considering the role of psychosocial factors in mental health (e.g. 
Rogers et a l, 1993). They might also be encouraged to promote ‘recovery’ 
focussed approaches which are holistic, collaborative, client-focussed, and 
allow the service user to exercise maximum choice and control over the 
process of care (BPS, 2007d). In this way NWW might also impact positively 
on their colleagues and service users and carers by allowing clinical 
psychologists to usefully highlight these perspectives.
The above approach might challenge the views of other colleagues from other 
professions that clinical psychologists work with. Colombo et a l (2003) for 
example found that psychiatrists, community mental health nurses and social 
workers often ignored non-medical viewpoints in the care-planning process. 
Boyle (2001) also notes that the ‘medical-model’ is incompatible with a 
psychological perspective. In this respect NWW might have a negative impact 
in terms of challenging the working relationships between clinical 
psychologists and their colleagues.
The aim of the Improving Access to Psychological Therapies (lAPT) 
programme is to enhance the quality of psychological therapies for service 
users within the NHS through expanding capacity and ensuring access to 
effective and appropriate therapies, as recommended within NICE guidelines 
(BPS, 2007a). The BPS (2007a, 2007h) highlight the presence of a shortfall in 
existing psychological therapists and of the workforce required for lAPT.
They note a major development in meeting demand is the introduction of 
stepped care models of service delivery. These contain a range of therapeutic
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interventions that vary along a continuum, reflecting intensity of treatment, 
length of treatment and the skills and competences of the therapist required to 
deliver them. Services such as computerised CBT, supported self-help and 
brief CBT might be provided. These interventions would be relatively brief, 
requiring less intensively trained therapists, thus increasing access for ‘high 
volume and low intensity interventions’ (BPS, 2000a; Turpin et a l, 2006).
lAPT has many potential implications for clinical psychologists including the 
need to promote therapy innovations and service redesign, broaden delivery of 
therapies, educate and train other staff, have expertise around clinical 
governance and risk, and have expertise around supervision and training 
supervisors (BPS, 2007a). They will have a responsibility to work with local 
communities to ensure that psychological therapy services provide a range of 
interventions that are culturally appropriate and accessible by all members of 
the community (BPS, 2007a). Thus in order to effectively increase the access 
of psychological therapies, clinical psychologists may have to do more than 
they are currently doing in order to represent ‘value for money’ (BPS, 2007a).
NWW in Mental Health (2007c) suggests that clinical psychologists have a 
major role to play in implementing the lAPT programme. There is some 
indication that the success of the I APT programme will rest on its ability to 
demonstrate good clinical outcomes, with clinical psychologists having an 
important role in advising on issues of routine clinical data collection and how 
to guarantee and monitor good and appropriate clinical outcomes (NWW in 
Mental Health (2007c). In this respect NWW can impact positively on clinical 
psychologists in terms of highlighting the necessity of their presence within 
the I APT programme.
In terms of the lAPT Programme, Self (2007) argues that whilst the argument 
can be made for psychological treatments to be part of a core business plan, 
the issue becomes one of who should provide this service. Self (2007) suggests 
that with CBT often being presented as the psychological therapy of choice, 
the question becomes whether one needs a clinical psychologist to deliver this
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treatment. In this respect NWW might impact negatively upon clinical 
psychologists in that they may no longer be required to deliver psychological 
therapies in the way they once did. If they can be delivered cheaper by other 
professionals, it may be that the NHS will begin to limit the number of clinical 
psychologists it employs. However there is support for the idea that service 
users want to see more clinical psychologists as part of the NWW programme 
and for them to be more easily accessible in the NHS (BPS, 2007e).
The DoH (2007a) highlights the positive impact that lAPT can have for 
service users and carers in terms of, for example, increased provision. 
According to the BPS (2007a) clinical psychologists also have a role to play in 
helping service users have a greater knowledge of a wide range of therapies 
and for them to have access to a wide range of therapists. They are instructed 
to work with service users in promoting an understanding of range of 
psychological approaches in order to achieve informed choice. Clinical 
psychologists will be also required to aid teams in which they are working to 
ensure that professionals are providing individually tailored psychological 
formulations and understand service users’ needs and their social context. 
Again this highlights an area in which NWW might impact positively upon 
service users and carers.
In addition to the above, the BPS (2007a) states that clinical psychologists will 
need to support service user agendas and promote social inclusion. The BPS 
(2007d) sets out some of the ways in which clinical psychologists might do 
this including supporting users and carers in finding a voice by helping 
stakeholders to recognise the advantages of this, by empowering service users 
and carers to become involved in the design of services, by raising awareness 
of service user involvement, and by providing training (e.g. in communicating 
with professionals, public speaking, and managing personal boundaries). By 
aiding service user involvement clinical psychologists should be able to 
impact positively upon service users and carers in feeling more empowered, 
confident and valued, thereby making them feel more in control and better 
able to make choices, and so enhancing the quality of their lives and
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advancing the potential for a more effective and positive workforce (NWW in 
Mental Health, 2007a; BPS, 2007e).
Whilst the above suggestions might offer some substantial benefits to service 
users and carers it also offers some substantial benefits to clinical 
psychologists colleagues in the NHS, because of the expertise that service 
users and carers bring through their experience (BPS, 2007d). Service user 
workers in teams for example can understand, empathise and communicate to 
health professionals the complexity of current service users’ difficulties from a 
unique perspective, can provide a voice and much needed advocacy, and can 
aid psychosocial awareness (BPS, 2007d).
As NWW in Mental Health (2007a) states, the new mental health bill proposes 
to allow staff with the right skills, competences and experience to carry out 
key roles, instead of restricting roles automatically to particular professional 
groups. There are two proposed extended roles into the mental health 
workforce - the ‘responsible clinician’ (RC) and the ‘approved mental health 
practitioner’ (AMHP). RC’s would replace the responsible medical officer role 
(currently only open to medics), who has overall responsibility for a persons 
care and treatment plan (NWW in Mental Health, 2007a). AMHP’s would 
replace the current ‘approved social worker’ (ASW) role where AMHP’s are 
able to bring a social-care perspective and to act independently within the 
statutory framework (NWW in Mental Health, 2007a). Both of these roles 
would be open to mental health professionals with the appropriate training and 
competences, including clinical psychologists.
As NWW in Mental Health (2007a) state, the new RC and AMHP roles have 
the potential to reduce reliance on locum doctors and increase numbers of staff 
in each of the roles, improve the skill mix at senior clinical/practice levels, be 
more cost effective, reduce pressure on the existing ASW workforce, lead to a 
greater emphasis on social perspectives for NHS staff, and aid solutions to 
workforce problems regarding recruitment, retention and age profiles of
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existing ASW professionals. In this respect the appointment of clinical 
psychologists in these roles may represent an advantage to their colleagues in 
the NHS and to service users and carers. However these new roles are 
intended to replace those currently only occupied by medics and social 
workers. This may impact negatively on these professions in terms of their 
reflective standing in their teams, due to potentially lessened responsibility in 
these areas, and their attraction for NHS employers, who may look towards 
other professionals to fill these roles.
These new roles might represent a way in which NWW might positively 
impact upon clinical psychologists, particularly those who are keen to take on 
these new responsibilities and competencies. It offers the potential for clinical 
psychologists to develop their skills in different areas of mental health 
provision. However many clinical psychologists might oppose these new roles 
regarding them as ones that run counter to the aims of psychological 
interventions and the principles of collaboration. In this sense NWW might 
impact negatively upon clinical psychologists by putting pressure on them to 
adopt new roles that they are not comfortable with.
Conclusions and Personal Reflections
This essay has presented some of the ways in which NWW might lead to 
changes in the clinical psychology profession. In doing so it has explored the 
potential impact of this upon clinical psychologists, their colleagues in the 
NHS and for service users and carers. It would appear that the impact of 
NWW carries possible positive and negative consequences for each of these 
parties.
Despite the arguments for and against NWW in clinical psychology, there is 
some consensus that modernisation of the profession is essential to delivering 
the kind of care that service users want, need and deserve (DoH, 2007b). Thus 
regardless of the wishes of clinical psychologists and their colleagues in the
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NHS, the needs of service users and carers are what shape and determine the 
need for NWW and in this respect they will have a role to play in its success or 
failure (NWW in Mental Health, 2007a), Therefore, clinical psychologists will 
have to ensure that they offer ‘value for money’ and are attractive to the 
people using their services.
The BPS (2007c) suggests that many of the elements of the NWW programme 
that clinical psychologists are being asked to adopt, are already a fundamental 
part of their roles. The BPS (2007e) also highlights key themes that clinical 
psychologists feel have enabled them to work in some of these ways. These 
include receiving positive feedback from service users and their families, 
having the support of managers and colleagues, adopting flexible working 
practices, good team-working, learning from evaluation and outcomes, and 
accessing further training and development.
According to NWW in Mental Health (2007a) in order for NWW to be 
sustained, there must be continued ownership, endorsement, and active 
promotion by all the professional bodies involved. There is some concern 
however that NWW is taking place within the context of other significant 
organisational changes. These may affect the ability of busy managers, staff 
and clinicians to turn their attention to introducing NWW (NWW in Mental 
Health, 2007a). As NWW in Mental Health (2007b) states, whilst there have 
been some encouraging changes, NWW is still being carried out in only a 
minority of Trusts.
My own views on the NWW programme are generally positive. It is my belief 
that the ways in which clinical psychologists are being asked to adapt to the 
modernisation of NHS mental health services, should already form a big part 
of their current roles. As part of my work as an assistant psychologist 1 was 
involved in implementing new ways of working for the psychologists within 
the Trust in which 1 worked. To a large extent this was the role for which 1 
was employed. This role allowed me to gain some insight into the potential 
positive advantages of NWW for clinical psychologists, their colleagues, and
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most importantly for service users and carers. Part of my time was spent
conducting focus groups with service users and carers about their wishes 
around increased access to client-centred psychological therapy interventions. 
From this I felt it was clear that fundamental changes needed to be made both 
to the working practices of those delivering such interventions and to the 
systems within which those people worked. My close work with the Director 
of Psychological Therapies during their application to the post of Director, and 
during their work in evaluating the service and implementing changes, also 
enabled me to see how many clinical psychologists are well placed to have 
influential roles within a modem NHS. 1 am confident that clinical 
psychologists can offer ‘value for money’. If there is a time when they cannot 
or a time when service users and carers are not seeking their services, then 
perhaps they will need to consider their options outside the NHS or be 
prepared to adapt to the changing climate and needs of the invested 
stakeholders.
At the simplest level, the aim of NWW in connection to clinical psychology is 
‘to improve the psychological well being of the population’ (BPS, 2007b). 
Thus regardless of the debates around NWW, a fundamental responsibility of 
clinical psychologists is to create a shift in the culture of health care contexts 
so that psychological ways of understanding peoples’ distress become more 
commonplace amongst all professionals (BPS, 2007b). This is a responsibility 
that I wish to relish and commit to in the future, as a clinical psychologist.
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Introduction
This reflective account looks at the process of developing a presentation that 
was given to colleagues and course staff, as part of the problem based learning
(PEL) task ‘the relationship to change’. It explores my reflections as a member 
of my case discussion group (CDG) working on the task, and its influence on a 
personal level and within my clinical placement. First a brief description of the 
task process will be presented, followed by my reflections around the learning 
outcomes of the task. I feel it is useful to consider these in turn, reflecting 
upon my feelings at the time and my impressions now. The reflective account 
will end with a brief summary.
The Task
My CDG began by discussing what ‘the relationship to change’ meant to us. 
This included reflections on changes we had made in the past, personal and 
professional developments, present hopes and fears, and contemplating future 
changes. We also considered the changes clients might make during therapy 
and changes facing the training course. In turn we reflected upon the impact 
these changes might have on us and the role that we might play in them.
Our PEL presentation emerged from a process of reflecting upon ideas, 
researching interests individually and presenting our findings to the group. 
This structure seemed to drive our progress in a meaningful way. One concern 
was how we would present the information we wished to use. We decided we 
wanted to present ‘something different’. I feel we succeeded by using a 
diverse range of media - video, audience participation, visual demonstrations, 
handouts and music. I feel our presentation demonstrated many strengths. In 
terms of content, we considered and presented the importance of an evidence 
base within our practice as trainees and within the profession as a whole (e.g. 
NICE, 2004a, 2004b). We also referred to documents and initiatives that 
impacted upon ourselves, the university, and the NHS (NIMHE, 2001, 2004;
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Lavender & Paxton, 2004; Layard, 2005a, 2005b, 2006). In this way I think 
we presented issues of coneern in an entertaining and digestible way. Looking 
at some of the weaknesses of our approach, I felt that other groups seemed to 
focus more on the entertainment value of their presentations. Whilst we 
intended to ‘do something different’ 1 felt that in some ways our presentation 
was outdone by those based around a ‘television show’ and ‘art gallery’. 
Perhaps these appealed more to their audience than ours. However, 1 am proud 
of the way we managed to combine content with ‘something different’.
Learning Outcomes
y. De ve/op aw evo/vmg wW  ca» Ae/p aW AfWer /eammg
When first meeting with my CDG, 1 wanted us to gel as a group, form close 
friendships, and develop a secure and supportive environment. 1 feel my 
desires stemmed from my pre-conceptions of what the CDG might offer. 1 
thought it could be a place for disclosure of our experiences, successes, 
insecurities, challenges, and difficulties. Looking back, 1 feel 1 may have been 
hoping for the development of collaborative relationships between my CDG 
colleagues. We seemed to bond quickly, possibly due to our socialising 
outside the group. This seemed to form a secure base from which to develop 
our relationships. 1 feel we showed respect for each others opinions and 
offered space for them. Personally 1 tried to challenge and contribute in ways 
that were constructive and not competitive. These elements 1 feel, facilitated 
our ability to learn from each other and progressively engage in the PEL task.
Linking these impressions to my experiences on clinical placement, 1 can see 
some commonalities. 1 feel that working collaboratively with clients rather 
than ‘instructing’ them, feels more natural and constructive. This has involved 
acknowledging my role within therapy sessions, possibly as a support figure, 
whilst recognising the responsibilities of the client. This combined with a 
respect for each others expertise and experience, seems to be a key element in
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promoting change. The idea of collaboration over competition extends to my 
work within the multi-disciplinary team. I have learnt to be conscious of 
having a certain role within the service and of being able to contribute to 
discussions without this being to the detriment of others. This has been hard at 
times, particularly when my instinct has been to remain passive or to ‘jump 
straight in’. Yet being considerate of others perspectives, has helped me gain a 
more balanced view and develop and maintain good working relationships.
Before our first CDG meeting, 1 had conversations with fellow trainees about 
the diversity of our year and of the benefit this presented us. We had a range of 
ages, cultural backgrounds, and educational, professional and personal 
experiences. Within my CDG this also seemed to be the case. The most 
apparent advantage this seemed to present was in the range of perspectives and 
experiences we had available to us to draw upon. These helped to challenge 
my own views and meant that 1 had somewhere to turn to, when my 
experiences seemed to offer limited explanations or possibilities. Within the 
PEL exercise 1 felt we each offered ideas around the content of the 
presentation, and ways to present them. Whilst some of us found it hard to 
work without a clear structure to guide us and with no clear expectations of the 
outcome, we all seemed to relish the opportunity to express ourselves more 
freely in the presentation.
2. Bggm To rg/Zgcf owM m/g m r/ze gmwp
In some ways 1 felt my role within the group was to try and structure our 
journey through the PEL task. 1 took the role of chair in the first session and 
this helped calm my nerves by learning 1 could cope with the responsibility, 
keep some structure, and contribute in a meaningful way. Whilst developing 
our presentation, 1 sometimes readily took on the role of ‘organiser’. Looking 
back 1 think 1 did this to feel more comfortable within the group, choosing to 
rely on a set of skills 1 had used in the past and could use again. Within our 
task 1 suggested that we individually take responsibility for researching further 
ideas that had been raised in our meetings. 1 also took responsibility for
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organising the different elements of the presentation into one whole script that 
formed the structure of our presentation.
At times 1 felt 1 was able to contribute to sessions by reflecting upon my own 
experiences. It was at these times that 1 felt an increased sense of self-worth 
within the group which helped to improve my confidence in general. It made 
me feel less like someone who knew nothing and more like someone with 
something to offer. 1 felt that having worked at an organisational level 
previously, helped me offer a new perspective in our consideration of elements 
to include in our presentation. 1 contributed a document and in particular a 
model of mental health promotion and erosion across macro, meso and micro 
levels (MacDonald & O’Hara, 1998). This formed the basis of our 
presentation. Similarly 1 feel my confidence on placement has increased with 
an improved sense of self-worth by feeling I am contributing to service I work 
in. This seems to have developed with an increased workload where 1 have felt 
more a part of the team and more as if 1 am ‘earning my money’.
4. Have sained a sreater understandim o f the processes o f chanse.
1 feel an exploration of ‘the relationship to change’ enabled me to question 
more the processes involved in change. My CDG colleagues each offered 
perspectives on what it meant to change and factors influencing change both 
positively and negatively. By looking closely at change across the different 
macro, meso and micro levels, 1 feel 1 also have a better understanding of 
change from a systemic perspective. This has shown itself within my clinical 
work when considering a number of factors that can influence change. 1 have 
become aware for example, of the limits at a service level, in being able to 
provide psychological therapy. There has been pressure on me to decide 
whether a person is ‘severe enough’, or is ‘motivated enough’ to warrant 
therapy. My ability to offer sessions is tempered by a waiting list and limits on 
my time. 1 have also considered the influence family members can play in 
whether an individual takes responsibility in facilitating change, or prefers to 
abdicate responsibility to others.
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In many ways the PEL exercise allowed me to compare my own personal 
experiences of change to the clients 1 am working with. This has helped me to 
consider the pace at which myself and a client are working at and whether they 
are feeling rushed or unchallenged. 1 feel more able to pace sessions according 
to the feedback 1 am getting and to have the confidence to ask for feedback. 
This has stemmed in part from thinking about the ways in which we learn. It 
has also required me to reflect upon the diversity of the clients 1 am working 
with, accepting that people may work and respond in different ways. 1 also feel 
1 have learned to assess the issues a client brings to an assessment in their own 
words, their individual motivations, and their desire to change. Offering a 
space for clients to express their feelings 1 feel helps them to decide for 
themselves if they wish to engage with the service or not.
1 feel that our greatest resource within the PEL exercise was each other. 
Without the support of my fellow CDG members, 1 do not feel 1 would have 
been in such a good position to be challenged and learn from our sessions. 
Within sessions we have been keen to bring things we have discovered, to 
share our readings, experiences and understandings. We have also made 
productive use of the resources available at the university such as the library 
and online resources. Each of these 1 feel has aided us in our learning 
processes.
1 feel that the PEL task allowed us to gain confidence, not only in our ability 
to contribute to the sessions, but to develop the ways in which we contributed. 
Ey rotating the roles of ‘chair’ and ‘scribe’, we were each provided with an 
opportunity to structure meetings, facilitate others communications and 
presentation of ideas, and assimilate ideas into a meaningful way within the 
minutes we prepared after each session (the role of the scribe). It also provided 
a forum for us to develop our skills in exploring ideas individually and then to
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be able to feed them baek to the group in a meaningful and useful way. 
Personally 1 feel that my increased confidence has been helped by the 
development of my skills in communicating ideas effectively and in 
collaboration with others.
Summary
During our third CDG meeting, our group facilitator noted something that 
seems particularly relevant to this reflective accoimt. She noted there are times
when you know what you know when you know it, there are times when you 
look back and know what you didn’t know at the time, and there are times 
when you are unaware of what others know and are not aware of what you will 
know in the future. Hopefully this reflective account has helped to capture 
some of the moments of discovery, and of reflection on those moments as time 
has passed, with the advantage of hindsight and experience. This account now 
needs to acknowledge that whilst 1 feel there are still lessons to be learnt from 
the PEL exercise, which will manifest in the future, 1 am unaware of what 
those things will be. The knowledge of the future is yet to arrive.
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Introduction
This reflective account explores the process of developing a presentation given 
to colleagues and course staff, as part of the problem based learning (PEL) 
task ‘Child Protection, Domestic Violence, Parenting and Learning 
Disabilities’. It explores my reflections as a member of my case discussion 
group (CDG) working on the task, and its influence on a personal and 
professional level. A description of the task process is presented, followed by 
my reflections around several areas. The account ends with a brief summary.
The Task
The PEL brief presented my CDG with the Stride family, who were in the 
midst of a complex child protection case. We began working on the task by 
summarising the problem and discussing some of our initial thoughts and 
reactions. Some of us including myself expressed anger towards Mr Stride in 
relation to his violence towards Mrs Stride and apparent refusal to help her 
with domestic appliances = In order to help us in understanding his actions, we 
tried to explore in more depth his position and spoke for example about the 
potential impact of his upbringing on his behaviour. Our overall impressions 
in that beginning discussion were that the situation felt ‘desperate’.
In moving forwards with the PEL exercise we highlighted those issues that we 
felt were most salient. These included:
• Abuse -  My own personal view was that ‘child protection’ was the 
most important issue. 1 was concerned that the children’s ‘voice’ 
appeared silent.
• Vulnerable adult -  We each felt that Mrs Stride represented a 
vulnerable adult and wondered what impact her learning disability had 
on this.
• Parenting -  We felt that the Strides appeared motivated to keep their 
children and wondered if the previous help they had received was
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really appropriate to their needs. We also wondered what impact their 
learning difficulties had on their ability to parent.
We decided as a group to research the issues highlighted above. Thus our PEL 
presentation emerged from a process of researching interests individually, 
presenting our finding to the group, and reflecting upon ideas. This structure 
seemed to drive our progress in a meaningful way. The following sections 
explore my reflections on the PEL task and presentation.
Strengths
In developing our presentation we decided that we wanted to present in a 
different way than previously. We felt that our previous presentation was 
content heavy and perhaps not as entertaining as the others we had seen. 1 feel 
we succeeded in our goal of developing a more ‘entertaining’ presentation and 
this was one of its strengths. The presentation focused around a eourt-room 
scene which was scripted by ourselves and featured the ‘Learning Disability 
Psychologist’, ‘Child Psychologist’ and ‘Mrs Stride’ ‘on the stand’ being 
interviewed by the prosecution and defence. The prosecution was led by child 
protection issues, suggesting the children should remain in care. The defence 
acted as an advocate for the Strides, suggesting they needed additional and 
appropriate support. 1 feel this was another strength as it allowed us to explore 
the ‘two sides of the argument’ we had identified.
Our presentation also delivered a large amount of information on the identified 
issues from the current evidence base. As a group we conducted research into 
many areas including EPS guidance (e.g. EPS, 2007), domestic violence (e.g. 
Kelly, 1994; Jaffe ef a/., 1990), abuse and neglect (e.g. Stark & Flitcraff, 1985; 
Iwaniec, 1995), child protection (e.g. NSPCC, 1997; O’Reilly, 1995; 
Department for Education and Skills, 2003), learning disability, parenting and 
capacity (e.g. DoH et a l, 2006; McGaw, 2000; Morgan & De Ponte, 2002;
The Mental Health Foundation, 1996). 1 feel our commitment to research
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developed our understanding and strengthened the presentation of the issues. I 
also feel we went beyond a simple re-telling of information to presenting it in 
a ‘digestible form’. 1 believe that this is one of the functions that the ‘arts’ 
serve whether it be drama, music, poetry etc., in condensing information into 
the salient points and making them digestible to the audience. They are also 
able to pass responsibility to the audience member who forms an active 
participant in coming to their own ideas and conclusions about the material 
presented. 1 believe this was another strength of our performance as we 
purposefully omitted a conclusion to the issues, deciding instead to let the 
audience sit with the debate.
Weaknesses
In one of the other presentations some video footage was used. This presented 
the audience with 2 ‘real’ representations of Mr and Mrs Stride. For me this 
brought the PEL task to focus on what really mattered -  the people at the heart 
of the situation. 1 feel that this represents a weakness of our approach. In our 
efforts to ‘entertain’ I believe that we sensationalised the issues somewhat and 
lost some of the humanity. We also had a video presentation but instead used 
‘spoon puppets’ to represent Mrs Stride and her children. 1 feel this highlights 
perfectly the way in which we did not adequately include the Strides’ 
perspectives in our presentation.
In addition to the above comments, we did not give voice to Mr Stride, he was 
absent from our piece. Reflecting on this in the CDG 1 noted that this may 
have been a consequence of our original feelings towards him -  that of anger. 1 
also noted that 1 find the idea of ‘abuse’ to be totally alien to my beliefs. 
Reflecting on our judgements and assumptions we wondered whether we were 
always aware of how these impacted on our clinical practice. The other 
presentation, as highlighted above, did present Mr Stride’s story and this made 
me think about how 1 had neglected to listen to him earlier. Some of my CDG 
colleagues suggested that with only one male being in our group, this may also
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have been a reason for not giving voiee to Mr Stride, We spoke about how in 
future we might try harder to bring ‘the other’ into our thinking.
Group processes
In comparison to last years PEL exercise there seemed to be more tension in 
our CDG around this task. This partly seemed due to the fact the group was 
split between those members including myself who were swinging towards the 
perspective of wanting to protect the children and those who wanted to support 
the parents in looking after them. This is highlighted in the research we 
collected which we divided along these lines. On the one hand for example we 
had the message that sources of stress within families may have a negative 
impact on children (EPS, 2007). On the other hand was the sense that all 
efforts should be made to support children in their own families (Department 
for Education and Skills, 2003). This tension was similarly reflected in our 
presentation as shown by the differing views of the ‘prosecution’ and 
‘defence’, perhaps our inability to resolve our differences resulted in our lack 
of a conclusion in our presentation.
Links to Practice
During the PEL task, 1 realised how little 1 had known about relevant 
legislation in relation to child protection and the practicalities of acting in line 
with national guidance, particularly in my role as a trainee on a child 
placement. Thus I facilitated my attendance on the Trust Child Protection 
Training. From this 1 gained a greater sense of confidence in dealing with 
issues of child protection should they arise. It also meant 1 was more aware of 
these issues in my work with clients and able to relate my knowledge to 
discussions with multi-professionals. This was evident when having jointly 
seen a complex family within the neuro-developmental clinic 1 was able to 
raise child protection issues in the resulting team discussion.
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Within my current placement I feel I am more aware of considering as many 
perspectives as I can. In particular I have been more aware of considering the 
role of the ‘father’ within the family system (e.g. when discussing fears around 
getting lung cancer with a young boy and his father who smoked within the 
family home). I am also more aware of the importance of humanising the 
situations within our work. I have reflected for example in team allocation 
meetings around the use of language, particularly when this might leading to a 
de-humanising approach e.g. when talking about the ‘difficult’ family. 1 feel 
this has lead to more constructive conversations about the people at the heart 
of the referrals we receive.
Coming from an adult into a child placement 1 feel my initial instinct was to 
focus upon the needs of the ‘identified’ client. The PEL helped facilitate my 
development in considering the wider system. In many cases this has been 
extremely complex and required me to liaise with many individuals including 
carers and other professionals. Some important interventions have been 
focused not only at the level of the individual but also with parents and 
providing consultation to other professionals (e.g. when working with a young 
boy with toileting difficulties in liaison with the Health Visitor).
Taking the decision not to come to firm conclusions within our PEL 
presentation, highlighted the value of taking a non-didactie approach with the 
people 1 am working with. My current supervisor has spoken to me about 
different types of therapeutic engagement (e.g. Heron, 2002) where 
individuals may want us to be prescriptive, but may end up telling us that 
they have “been there and done that”. Using an informative approach might 
be useful in providing relevant information that individuals are not aware of, a 
cathartic approach might aid personal enlightenment, a confrontational 
approach might help in working with a ‘block’, and a catalytic approach 
might help a change to occur with an individual believing this was all their 
own doing. 1 feel this learning links to my reflections on the PEL. Whilst each 
of the approaches can be useful 1 have seen more of the benefits of a less 
didactic approach. Perhaps the nature of this placement means that sometimes
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individuals have told me they are ambivalent about making changes. This has 
meant I have had to work much more collaboratively, trying to support people 
in their decisions whilst being aware that taking a purely supportive role can 
lead to difficulties such as dependency issues. An example where 1 used 
several approaches is the ‘Healthy Thinking Group’. Here some information 
was delivered didactically and at other times involved facilitating participants 
eliciting their own ideas about what they had or could be doing differently for 
themselves.
Reflecting on the issue of Mr Stride’s absence in the PEL presentation helped 
me to reflect further on how 1 bring my differences and assumptions into 
placement. It has been important for example to reflect on my own views of 
what it means to be a parent and how my judgments may lead to wanting to 
ally myself either with a parent or with a child. It has also led me to reflect on 
issues of power dynamics (e.g. when thinking about the ethical issues around 
psychological testing which 1 presented at the Psychology Department team 
meeting).
In thinking about additional and appropriate support for ‘the Strides’, 1 am 
aware that 1 have had to adapt both interventions and communication methods 
in response to individual needs. This was particularly relevant for example 
when conducting a cognitive assessment with a young girl with moderate 
learning difficulties and speech and language difficulties. Here 1 had to be 
aware of issues such as ‘fear of failure’ and ensuring that she was able to see 
my lips clearly (for lip reading).
Summarv
This reflective piece has explored the PEL presentation that my CDG 
developed around the task of ‘Child Protection, Domestic Violence, Parenting 
and Learning Disabilities’. In doing so it has reflected on the way in which the 
task was approached by the CDG (including use of the evidence base), on the
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possible strengths and weaknesses of the performance piece, on some of the 
group processes, and on identified links to clinical practice. This reflective 
account has afforded a useful thinking space for the writer in terms of both 
personal and professional development.
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Introduction
This reflective account explores the process of developing a presentation given 
to colleagues and course staff, as part of the problem based learning (PEL) 
task. It explores my reflections as a member of my PEL group working on the 
task, and its influence on a personal and professional level. A description of 
the task process is presented, followed by my reflections around several areas. 
The account ends with a brief summary.
The Task
The PEL brief presented my group with the case of Mr Nikolas, who had been 
referred to the psychology service for an assessment of his short-term memory 
and needs for care. Mr Nikolas also seemed to be in the midst of some 
complex family dynamics, which were causing difficulties. We began working 
on the task by summarising the problem and discussing some of our initial 
thoughts. Our overall impressions in that beginning discussion were that the 
situation felt overwhelming. There were terms that were unfamiliar and there 
was a sense of wanting to know more about the people involved. It was noted 
that it felt as if the missing voice in the brief was that of Mr Nikolas.
In moving forwards, we highlighted the issues we felt were most salient and 
then researched them. Thus our presentation emerged from a process of 
researching interests individually, presenting our findings to the group, and 
reflecting upon ideas. This structure seemed to drive our progress in a 
meaningful way. The following sections explore my reflections on the PEL 
task and presentation.
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Strengths
In developing our presentation we decided that we wanted something that 
would promote thought around the phenomenon of ‘team meetings’. I feel we 
succeeded in this goal and this was one of the strengths of our work. The 
presentation focused around a film clip (which had been improvised by 
ourselves) of a mental health team’s allocation meeting. In the meeting the 
team discussed the referral of Mr Nikolas, focussing on the issues we had 
researched. We were also keen to present some of the more negative or 
challenging aspects of team meetings that we as a group had experienced 
previously. As part of the presentation, we also live acted the family at the 
centre of the PEL exercise, who were watching the film. It was felt that this 
would be interesting as a family would not typically be involved in an 
allocation meeting. The family acted as a ‘reflecting team’, commenting on the 
film by pausing it at certain points. I feel this was another strength of the 
presentation as it allowed us to explore the hypothetical situation of ‘what 
would happen if a family were able to reflect upon a team meeting’? For me 
this focussed on what really mattered -  the people at the heart of the situation. 
We also wanted the audience to also think about the family dynamics in the 
presentation with the family members starting out quite separate in their 
views, but then being drawn together by their experience of forming a 
reflecting team. The family then began developing their own solutions to their 
difficulties.
Our presentation was informed greatly by current issues and the evidence 
base. We conducted research into many areas including child protection (e.g. 
EPS, 2007; NSPCC, 1997; O’Reilly, 1995; DfES, 2003; DoH era/., 2006), 
person-centred care (e.g. Kitwood, 1997; DoH, 2001, p.49), the format of team 
meetings (e.g. HUGS, 1997; Hodgson et a l, 2005; Hynes, 2005; White & 
Karim, 2005), Court of Protection and the Mental Capacity Act (e.g. DCA, 
2007; DoH, 2005), Protection of Vulnerable Adults (POVA) (e.g. DoH, 2006), 
impact of divorce on parents and adult children (e.g. Glenn & Kramer, 1985; 
Amato, 2000; Amato & Sobolewski, 2001), and memory and depression (e.g.
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Nebes et a l, 2001). I feel our commitment to research developed our 
understanding and strengthened the presentation of the issues, However we 
made the decision not to explicitly refer to the information we had found, but 
instead to promote some debate around the issue of team meetings. This took 
the form of a discussion we facilitated after the film had ended. I believe this 
was also a strength of our performance as we were able to pass responsibility 
to the audience members who formed an active participant in coming to their 
own ideas and conclusions about the material presented.
Weaknesses
Due to the inclusion of a discussion at the end of our presentation, we were 
unable to offer our own reflections of the PEL process. I feel this represents a 
weakness of our approach. In our efforts to stimulate thought and debate 
around a particular issue, I believe that we neglected to include our own 
personal feelings and reactions, which may have been useful. I was able to 
comment upon how the film represented some of my experiences of team 
meetings for example, but did not have space to talk in detail about how I had 
felt about this or how this had linked in to the development of the presentation. 
It is also true that some issues which we might have discussed more fully, such 
as ethical issues, issues around abuse and neglect, and the impact of diversity, 
were not. Perhaps we could have achieved a better balance between depth and 
breadth.
In addition to the above comments, we did not refer directly to the theory that 
had informed our presentation. Reflecting on this with the PEL group after the 
presentation, I wondered whether this may have been a consequence of our 
experiences of some team meetings which dominated our thoughts. We felt 
that often in these meetings a sense of humanity could become lost to the 
‘system’. In this sense an explicit link to theory was sacrificed in favour of 
trying to present ‘real people’. Reflecting on our judgements and assumptions 
we wondered how these might impact on our clinical practice. I felt that I
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sometimes had a tendency to ‘rush in’ and ‘rescue people’, when I perhaps 
should be looking at the reasoning behind my decisions. In hindsight it may 
have been useful to have provided handouts to highlight how the theory linked 
with and informed our presentation.
Group processes
In comparison to last year’s PEL exercise there seemed to be less tension in 
this group. Reflecting with my group following the presentation, we noted that 
this may have been partly due to our discussion in the first meeting about how 
our PEL exercises had functioned previously and then as a group deciding 
how we wanted to work together. It seemed useful to set out the way in which 
we were going to be working on the task at the start. This meant we were all 
aware of our roles and responsibilities.
Links to Practice
During the PEL task, I realised how little I had known about the issues we 
researched. Through my engagement in the task, I gained a greater sense of 
confidence in being able to discuss issues such as the mental capacity act, on 
placement. This has recently been an advantage when discussing with a client 
whether allowing her daughter to access her finances meant that she did not 
have capacity. We were able to explore this situation, concluding that this had 
been her own choice and that she had capacity to make decisions for herself 
now and in the future. I have also been able to relate my knowledge to 
discussions with multi-professionals. This was evident when attending a ward 
round and discussing the issue of POVA around a client who was worried that 
he had been the victim of financial abuse in his sheltered accommodation.
Within my current older adults placement I feel I am more aware of 
considering as many perspectives as I can and of focusing discussions around
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principles of person centred care (e.g. Kitwood, 1997). I believe this process 
was informed by the PBL exercise and the sense in my group that it was
important to focus on the views of the people at the centre of our referrals. In 
particular I have been more aware of considering people who find it difficult 
to communicate their concerns and distress, particularly on the dementia unit. 
For example, I am more aware that opportunities for understanding clients can 
be missed. My work has involved exploring the meaning behind behaviours 
that are identified as ‘challenging’ by care staff. This has included increasing 
staff understanding of their clients, helping them to see them as individuals 
with their own life histories. With one client with dementia, who was at risk of 
being ‘de-humanised’, I have developed a life story book about her life as well 
as a ‘placement pack’ so that information about her personality and needs can 
be passed on to her new care home. In line with this, my supervisor has been 
able to provide me with more documentation of the evidence and policy base 
for person-centred care and improving services (e.g. Brooker, 2007; CSIP & 
DoH, 2007; DoH & CSIP, 2006; DoH, 2007a; DoH, 2007b; DoH, 2008). It 
has been useful for me to familiarise myself with these as they have provided 
support for my work on placement.
Coming from a position of having never worked formally with an older adults’ 
population before, my initial feelings around starting my placement, were of 
fear. I wondered if I would be able to handle my own anxieties around death, 
and of losing my independence, and whether I would be able to help people in 
these services (and whether they would want my help given our differences in 
age!). The PBL exercise helped facilitate my development in considering how 
these situations might be managed humanely and from the needs and views of 
the person. In many eases this has been extremely complex and required me to 
liaise with many individuals including carers and other professionals (e.g. 
when working with a lady with dementia in liaison with her husband and the 
staff at her new care home).
Reflecting on the issue of family members attendance at team meetings in the 
PBL presentation helped me to reflect further on how people are informed
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about decisions made in relation to their care, and also on how this might 
become a collaborative process. It has been particularly important for example 
to think about issues of informed consent around dementia assessments with 
my supervisor. Thus we have been able to speak about the ethical issues 
around the rationale for assessment and the need for pre-assessment 
counselling (e.g. Seymour & Tamers, 2003; Wilkinson et a l, 2002). I have 
also been keen to re-frame clients as ‘team members’ (e.g. Soever et a l, 2003; 
Cott et a l, 2005; Opie, 2000) within team meetings, highlighting the need for 
all of us to work together in order to tackle a problem.
In thinking about how we were confused by some of the terms in the PBL 
brief at the beginning of the exercise and thinking about how language is used
in team meetings, I am more aware of the confusion we may cause when 
talking with clients using unfamiliar terminology. I have sometimes had to 
adapt my communication methods in response to individual needs 
significantly on my current placement. Within my work with a client on the 
dementia unit for example, I have been aware of the use of pre-therapy 
techniques (e.g. Dodds et a l, 2004) and also of purchasing a phrase book of 
her native language for the ward. This has been very useful in gaining 
understandings of what she may be trying to communicate.
Summary
This reflective piece has explored the PBL presentation that my group 
developed. In doing so it has reflected on the way in which the task was 
approached by the group (including use of the evidence base), on the possible 
strengths and weaknesses of the performance piece, on some of the group 
processes, and on identified links to clinical practice. This reflective account 
has afforded a useful thinking space for the writer in terms of both personal 
and professional development.
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Summary of Case Discussion Group Process Account (1)
This account explored how the case discussion group evolved over the course 
of the first year of training. In response to its sometimes 'chaotic' nature, clear 
guidelines were developed for roles of 'chair', 'scribe' and 'case presenter' 
(Wood, 2003). Meetings were also structured differently to encourage more 
'equity of floor space'. The account reflected on how the group was prepared 
to challenge difficulties as they arose, enabling effective development and 
allowing people to voice their concerns, as there was a sense they would be 
listened to.
The group became increasingly mindful of the need to value and respect 
diversity, be aware of the 'use of language' (e.g. labels such as 'personality 
disorder'), and to acknowledge and minimise power differentials. The role of 
'psychiatry' was discussed as were the disadvantages of using a 'uni-modal' 
approach in supporting clients.
The impact of the group on personal and professional development was
explored. Members drew upon a number of different perspectives and 
reflected on several ethical issues promoting heightened awareness in these 
respects. The group also fostered skills that were useful in contributing to and 
raising concerns in team meetings on placement. The 'therapeutic relationship' 
was examined with the need to be less technique orientated, and encourage 
trust and curiosity regarded as particularly key elements in therapy. Dealing 
with the uncertainties and complexities of the reality of practice (Lavender,
2003) and reflecting on reflections (Stedmon et a l, 2003) were highlighted as 
main functions of the group.
References
Lavender, T. (2003). Redressing the balance: the place, history and future of 
reflective practice in clinical training. Clinical Psychology, 27, 11-15.
Summary o f  Case Discussion Group Process Account (1)
77
Stedmon, J., Mitchell, A., Johnstone, L. & Staite, S. (2003).Making reflective 
practice real: problems and solutions in the South West. Clinical Psychology, 
27, 11-15.
Wood, D. F. (2003). ABC of learning and teaching in medicine. Problem 
based learning. British Medical Journal, 326, 328-330.
Summary o f  Case Discussion Group Process Account ( 1 )
78
Summary of Case Discussion Group Process Account (2)
This account explored how the case discussion group evolved over the course 
of the second year of training. Guidelines for the roles of 'chair', 'scribe' and 
'case presenter' were retained and the group seemed to run more smoothly. 
This prompted reflection on the 'structured' nature of the group, how this 
might compare to other groups and the function of 'structure' in coping with 
difficulties, anxiety, and avoiding confrontation. There was also recognition 
that 'challenging each other' could be a constructive position which 
transferred into placement settings.
The group continued to be mindful of the impact of diversity, ethical issues, 
and power differentials.
Members reflected on their personal development and upon a growing sense of 
who they were and what they believed in as the emergence of individual 
clinicians became apparent. This necessitated becoming comfortable with 
'differences of opinion' and reflecting on core competencies involved in 
delivering therapy (e.g. Roth & Pilling, 2007) and the evidence base (e.g. Roth 
& Fonagy, 2005). The development of roles within the group was an 
overarching theme during the year (e.g. Dulewicz, 1995; Fisher et a l, 1998).
The group witnessed a 'dip' amongst the second year trainees and once again 
offered a vital space for reflective practice to help deal with the ‘swamp’ 
(Lavender, 2003). The group was also required to rise to the challenge of 
supporting members during difficult times on placement and within the 
context of the course, listening to worries, upset, anxieties, fatigue and de- 
motivation and offering options for navigating these.
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Overview of the Clinical Dossier
This dossier consists of summaries of each of the five placements completed 
during the three years of training. It also includes summaries of the four case 
reports and the oral presentation of clinical activity, which are contained in full 
in the confidential Volume II of the portfolio. The case reports and oral 
presentation of clinical activity were prepared during the three years of 
training: two were written on the year long Adult Mental Health placement 
and one from the Child and Adolescent, Learning Disabilities, and Older 
Adults placements. These documents represent the psychological assessments 
and interventions undertaken on these placements and are presented in the 
order the placements were undertaken.
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Summary of Placement Experience
Adult Mental Health Placement
Dates: October 2006 to September 2007
Setting: Community Mental Health Team (CMHT) and Drug & Alcohol
Team.
Summary of experience:
This placement involved providing support to individuals using a 
predominantly Cognitive Behavioural Therapy (CBT) approach. The CMHT 
provided the opportunity to work with a people from a diverse range of 
backgrounds and ages (17 to 65 years). Presenting difficulties included 
depression, anxiety, obsessive compulsive disorder, post traumatic stress 
disorder, psychosis, eating disorders (anorexia and binge eating disorder), 
phobias, bipolar affective disorder, and personality disorder. The placement 
also provided opportunities to work on an in-patient unit, within the Primary 
Care Trust in General Practices, and in a Crisis Resolution Team. Several 
cognitive assessments were completed under the supervision of a 
neuropsychologist. Within the placement there was also a need to provide 
consultation to the medical staff, occupational therapists, and social workers. 
The placement provided the experience of accompanying an approved social 
worker during a mental health act assessment within a local police station. The 
second half of this placement was split between the CMHT and the Drug and 
Alcohol Team, which again involved working within a CBT framework with 
individuals with dual substance misuse and mental health difficulties.
Child and Adolescent Placement 
Dates: October 2007 to March 2008
Setting: Child and Adolescent Mental Health Service (CAMHS)
Summary of experience:
This placement involved providing support to individuals using a 
predominantly CBT approach. The CAMHS provided the opportunity to work 
with a people from a diverse range of backgrounds and ages (2 to 17 years). 
Presenting difficulties included depression, anxiety, attention deficit
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hyperactivity disorder, obsessive compulsive disorder, autistic spectrum 
disorder, toilet training, difficult behaviours, phobias, learning difficulties, 
neuro-developmental issues, and chronic disability. In addition the placement 
included the development and running of a CBT ‘healthy thinking group’ for 
13-17 year olds, and running a group for mothers and their babies with severe 
developmental disorders. Several cognitive assessments and a functional 
analysis were completed. The placement involved working under the 
supervision of a consultant psychologist with a large expertise in neuro- 
developmental disorders. There were opportunities to work in the hospital run 
groups with infants, attend the neuro-developmental clinic, and to be part of a 
family therapy reflecting team. A large part of this placement involved liaising 
with other agencies, providing a consultation role, and supervising two 
assistant psychologists.
Learning Disabilities Placement 
Dates: April 2007 to September 2008
Setting: Community Learning Disability Team
Summary of experience:
This placement involved providing support to individuals using a 
predominantly Cognitive Analytic Therapy (CAT) approach. The placement 
provided the opportunity to work with a people from a diverse range of 
backgrounds and ages (21 to 60 years). Presenting difficulties included 
dementia, downs syndrome, sexual abuse, depression, anxiety, autistic 
spectrum disorder (ASD), difficult behaviours, inappropriate sexual behaviour, 
phobias, speech and language difficulties, learning difficulties, neuro- 
developmental issues, reduced mobility, and chronic disability. The placement 
also included the development and running of a ‘better balance group’ to 
increase mobility in adults with anxieties around walking. Several cognitive 
assessments and a functional analysis were completed. A large part of the 
placement involved completing dementia assessments, providing training and 
consultation to staff, and supervising an assistant psychologist.
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Older Adults Placement
Dates: October 2008 to March 2009
Setting: Psychology Service -  Older Peoples Mental Health
Summary of experience:
This placement involved working in an acute in-patient unit, dementia unit and 
the neuro-psychology service. The main approaches used were CBT, narrative, 
and systemic with a large consideration for person-centred care. The 
placement provided the opportunity to work with a people from a diverse 
range of backgrounds and ages (59 to 84 years). Presenting difficulties 
included dementia, depression, anxiety, cognitive difficulties. Bipolar 
Affective Disorder, and multiple health difficulties. Several cognitive 
assessments were completed under the supervision of the lead for neuro- 
psychological assessments. A large part of the placement involved service 
development work including the evaluation of a counselling service, obtaining 
funding for projects on the dementia unit, and developing a tool for evaluating 
reflective practice groups. Training sessions were also run for carers of people 
with dementia and a reflective group for medical trainees was co-facilitated 
with the head of the service. Provided consultation to staff was a key element 
of the placement.
Specialist Placement
Dates: April 2009 to September 2009
Setting: National Deaf Child and Family Mental Health Service
Summary of experience:
This placement predominantly involved working in an outpatient service for 
deaf children and their families. The main approaches used were CBT, 
narrative, and systemic. The placement provided the opportunity to work with 
a people from a diverse range of backgrounds, degrees of deafness and 
communication strategies and styles including British Sign Language (BSL) 
and Sign Supported English (SSE). Children ages ranged from 8 to 17 years. 
Presenting difficulties included depression, anxiety, learning difficulties, 
speech and language difficulties, difficult behaviours, psychosis, and ASD. 
Several cognitive assessments and functional analyses were completed. The
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placement involved service development work in terms of auditing a new 
national 'hub and spoke' model, which involved supervising two assistant 
psychologists. As part of the placement I completed a qualification in level 
two BSL and worked with clients with the aid of interpreters and alone using 
BSL and SSE.
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Adult Mental Health Case Report 1 Summary
Cognitive behavioural assessment and management with a woman
in her thirties presenting with injection phobia
Presenting problem
Sarah Smith was a woman in her thirties referred for injection phobia which 
extended to fears of cutting skin and medical procedures. When exposed to her 
fears, she experienced severe anxiety. Her main coping mechanism was to 
look out for and avoid situations in which she might be exposed.
Assessment
Sources used in the assessment included: referral letter; psychology opt-in 
form; flexible semi-structured interview conducted at initial assessment; risk 
assessment as part of the care plan approach (CPA); Clinical Outcomes in 
Routine Evaluation (CORE) and Beck’s Anxiety Inventory (BAl) outcome 
measures.
Formulation
Sarah’s difficulties represented the blood-injection-injury subtype of specific 
phobia (DSM-IV, 2000), developing gradually though childhood fears as a 
result of repeated, frightening experiences and social learning (McLean,
2001). Sarah was caught in a cycle whereby avoidance was undermining her 
self-efficacy and increasing her levels of anxiety.
Intervention
A CBT approach was used which included: graduated exposure to a hierarchy 
of feared stimuli (McLean, 2001); mindfulness (Chadwick, 2006); downward 
arrow technique (Beck, 1995); visualisation (Hawton et a l, 1989). At time of 
writing Sarah had been seen for 16 sessions.
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Outcome
Sarah made considerable progress on exposure to items on the hierarchy. Her 
anticipated level of anxiety had reduced and self-efficacy had increased. A 
‘formulation of change’ had developed.
Critical Evaluation
Issues discussed included reflection on the limited use of prolonged exposure, 
length of therapy, and consideration of other therapeutic approaches.
References
American Psychiatric Association. (2000). Diagnostic and statistical manual 
o f mental disorders: DSM-IV-TR (4^ edn, text revision). Washington DC: 
Author.
Beck, J. S. (1995). Cognitive therapy: Basics and beyond. London: The 
Guilford Press.
Chadwick, P. (2006). Person-based cognitive therapy for distressing 
psychosis. Chichester: John Wiley and Sons Ltd.
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Oxford: Oxford University Press.
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Adult Mental Health Case Report 2 Summary
Cognitive behavioural assessment and management with a woman 
in her sixties presenting with anxiety and depression
Presenting problem
Hannah Smith was a woman in her sixties referred for symptoms of 
depression, anxiety, insomnia and Irritable Bowel Syndrome (IBS).
Assessment
Sources used in the assessment included: referral letter; psychology opt-in 
form; flexible semi-structured interview conducted at initial assessment; risk 
assessment as part of the CPA; CORE, BAI, and Beck’s Depression Inventory 
(BDI) outcome measures.
Formulation
Hannah had suffered a major episode of depression and her current difficulties 
were representative of Generalised Anxiety Disorder and sleep disorder as 
described by the DSM-IV (2000). Hannah’s symptoms of depression and 
anxiety appeared to be maintained by continuing IBS symptoms, sleep 
difficulties and negative automatic thoughts, which also encouraged avoidance 
behaviours. Hannah was caught in a cycle whereby avoidance was 
undermining her self-efficacy, increasing her levels of emotional and physical 
distress.
Intervention
A CBT approach was used including challenging unhelpful thoughts and 
behaviours through use of thought records, downward arrow technique, 
mindfulness and collaborative formulation (Beck, 1995; Greenberger & 
Padesky, 1995; McLean, 2001; Purdon & Harrington, 2006; Chadwick, 2006; 
Clark, 1986). Hannah was seen for 15 sessions.
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Outcome
Hannah’s outcome measure scores were lower in the last session in 
comparison to assessment. Hannah reported achieving goals set at the 
beginning of therapy. A ‘formulation of change’ had developed.
Critical Evaluation
Issues discussed included dependency, potential use of couple work, later life 
issues, use of outcome measures, and limited focus on elements of worry.
References
American Psychiatric Association. (2000). Diagnostic and statistical manual 
o f mental disorders: DSM-IV-TR (4^ edn, text revision). Washington DC: 
Author.
Beck, J. S. (1995). Cognitive therapy: Basics and beyond. London: The 
Guilford Press.
Chadwick, P. (2006). Person-based cognitive therapy for distressing 
psychosis. Chichester: John Wiley and Sons Ltd.
Clark, D. M. (1986). A cognitive model of panic. Behaviour Research and 
Therapy, 24, 461-470.
Greenberger, D. & Padesky, C. A. (1995). Mind over mood. London: The 
Guildford Press.
McLean, P. D. (2001). Anxiety disorders in adults: An evidence-based 
approach to psychological treatment. Cary NC: Oxford University Press.
Purdon, C. & Harrington, J. (2006). Worry in psychopathology. In G. Davey 
& A. Wells (Eds.) ITbrzy TTzgo/y,
and treatment. Chichester: John Wiley and Sons Ltd.
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Child and Adolescent Case Report Summary
Extended assessment of a 7 year old girl presenting with learning
difficulties
Presenting problem
Rachel Smith was 7 year old child referred initially regarding poor academic 
performance, anxiety and low self esteem. Cognitive assessment was 
requested to explore the hypothesis her difficulties were partly a product of 
learning difficulties the extent of which was unknown.
Initial Assessment
Sources used in the assessment included: referral letter; hospital file; 
conversation with referrer, Rachel’s mother, special educational needs 
coordinator and language support teacher; risk assessment as part of the CPA.
Formulation
It was felt Rachel had underlying learning difficulties separate from speech 
and language difficulties. These might be complicated and exacerbated by 
other difficulties (moods, chromosomal syndrome, physical difficulties).
Extended Assessment
Extended assessment explored areas indicated by Flanagan et al. (2002a,
2000b): academic ability; mitigating and exclusionary factors; cognitive 
ability. Evaluation of specific abilities and processes (Flanagan & Kaufman,
2004) included administering: Wechsler Intelligence Scale for Children -  
Fourth UK Edition; Wechsler Objective Reading Dimensions; Immediate and
Delayed Visual Recall subtests of the British Ability Scales; Bender Visual 
Motor Gestalt Test; School Observation. Rachel was assessed over three 
sessions.
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Extended Formulation
Evidence gained supported the hypothesis Rachel had underlying cognitive 
deficits and a learning disability was the primary factor in her struggling at 
school.
Recommendations
Recommendations centred on the need for Rachel to be support around 
underlying learning difficulties as well as speech and language needs.
Critical Evaluation
Issues discussed included the assessment process, professional and ethical 
issues, and evaluation of the methods used.
References
Flanagan, D. P. & Kaufman, A. S. (2004). Essentials ofWISC-IVassessment. 
New Jersey: John Wiley and Sons Inc.
Flanagan, D. P., Keiser, S., Bernier, J. B. & Ortiz, S. O. (2002a). Diagnosis o f 
learning disability in adulthood. Boston, MA: Allyn & Bacon.
Flanagan, D. P., Ortiz, S. O., Alfonso, V. C. & Mascolo, J. T. (2002b). The 
achievement test desk reference (ATDR): Comprehensive assessment and 
learning disabilities. Boston, MA: Allyn & Bacon.
Child and Adolescent Case Report Summary
91
People with Learning Disabilities Oral Presentation of Clinical 
Activity
Cognitive analytic formulation of a 47 year old man with learning 
disabilities presenting with anxiety
Presenting problem
Robert Smith was a 47 year old man referred initially regarding heath anxiety, 
depression, issues of loss and grief, challenging behaviour, adjustment, and 
cognitive decline.
Assessment
A flexible semi-structured interview was used at initial assessment. Robert 
demonstrated high levels of anxiety and reassurance seeking, repetitive 
behaviours, dislike of paperwork, inability to identify thoughts, and abilities in 
talking in relational terms. There was also a strong sense of reciprocal roles 
being played out.
Formulation
The formulation was developed collaboratively with Robert and included the 
identification of several reciprocal role patterns. Roberts ideal situation was to 
be in a ‘perfectly caring’ to ‘perfectly cared for’ relationship. His dreaded 
situation was to be in a ‘abandoned’ to ‘abandoning’ relationship. Robert 
chronically endured ‘rescuer’ to ‘rescued’ and ‘bully’ to ‘victim’ relationships.
Intervention
A Cognitive Analytic Therapy (CAT) approach was used (e.g. Ryle, 1995;
1997; Ryle & Kerr, 2002) which included: collaborative reformulation, 
recognition of patterns, and revision of problem patterns; writing 
reformulation and ending letters.
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Outcome
Robert identified two potential exists from his problematic cycle of reciprocal 
roles: 'being more independent' and 'letting things go'. Staff reports indicated
improvements in mood and behaviour. Robert was able to engage in more 
activities and wrote a letter describing his wishes for the future (sent to his 
care team).
Critical Evaluation
Issues discussed included: ethical issues (e.g. consent), advantages and 
disadvantages of using CAT, the evidence base, and alternative approaches.
References
Ryle, A. (1995). Cognitive analytic therapy: Developments in theory and 
practice. Chichester: John Wiley & Sons.
Ryle, A. (1997). Cognitive analytic therapy and borderline personality 
disorder: The model and the method. Chichester: John Wiley & Sons.
Ryle, A. & Kerr, LB. (2002). Introducing Cognitive Analytic Therapy: 
Principles and practice. Chichester: John Wiley and Sons Limited.
People with a Learning Disability Oral Presentation of Clinical Activity
93
Older Adults Case Report Summary
Using a person-centred care approach with a woman in her sixties
presenting with dementia
Presenting problem
Beth Smith was a woman in her sixties referred to psychology service at the 
Dementia Assessment Unit (DAU) in relation to malnutrition and dehydration, 
perseverance behaviours, symptoms of anxiety and depression, handling her 
own faeces, and communication difficulties. Beth had suffered early onset 
dementia (presumed to be of the Alzheimer’s type) with a rapid decline in 
levels of functioning.
Assessment
Sources used in the assessment included: hospital file; discussion with the staff 
team and Beth’s husband Robert; personal interactions with and observations
of Beth; risk assessment as part of the CPA.
Formulation
Formulation adapted from Kitwood (1997) recognised health and physical
fitness, neurological impairment, social environment/social psychology, 
personality, and individual biography (life history) all influenced Beth’s 
experience of dementia and levels of well-being. This in turn influenced her 
behaviour/presentation.
Intervention
A person-centred care approach was used following the four elements VIPS 
definition (Brooker, 2004; 2007) -  Valuing people. Individualised care. 
Personal perspectives. Social environment. This included the development of a 
life story and information pack, and consultation with staff and Beth’s 
husband Robert.
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Outcome
The life story and information pack were implemented in Beth’s new care 
home. The home manager and Robert reported their feelings that Beth’s well­
being had improved. Eating and drinking charts indicated that these had 
improved also.
Critical Evaluation
Issues discussed included potential use of couple work, measuring outcome 
and the evidence base, and consent.
References
Brooker, D. (2004). What is person-centred care for people with dementia? 
Reviews in Clinical Gerontology, 13, 3, 215-222.
Brooker, D. (2007). Person-centred dementia care: making services better. 
London: Jessica Kingsley Publishers.
Kitwood, T. (1997). Dementia reconsidered: the person comes first. 
Buckingham: Open University Press.
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Overview of the Research Dossier
This dossier consists of the research log checklist, which summarises the 
research skills and experiences gained during clinical training; the Service
Related Research Project completed during year one; the abstract of the 
qualitative research project completed in year two; and the Major Research 
Project completed during years two and three.
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Research Log Checklist
1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology 
and literature search tools
V
3 Critically reviewing relevant literature and evaluating research methods V
4 Formulating specific research questions V
5 Writing brief research proposals V
6 Writing detailed research proposals/protocols V
7 Considering issues related to ethical practice in research, including issues 
of diversity, and structuring plans accordingly
V
8 Obtaining approval from a research ethics committee V
9 Obtaining appropriate supervision for research V
10 Obtaining appropriate collaboration for research V
11 Collecting data from research participants V
12 Choosing appropriate design for research questions V
13 Writing patient information and consent forms V
14 Devising and administering questionnaires V
15 Negotiating access to study participants in applied NHS settings d
16 Setting up a data file V
17 Conducting statistical data analysis using SPSS V
18 Choosing appropriate statistical analyses V
19 Preparing quantitative data for analysis V
20 Choosing appropriate quantitative data analysis V
21 Summarising results in figures and tables V
22 Conducting semi-structured interviews V
23 Transcribing and analysing interview data using qualitative methods V
24 Choosing appropriate qualitative analyses V
25 Interpreting results from quantitative and qualitative data analysis V
26 Presenting research findings in a variety of contexts V
27 Producing a written report on a research project V
28 Defending own research decisions and analyses V
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
V
30 Applying research findings to clinical practice V
Research Log Checklist
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Service Related Research Project
Therapists’ Reflections on a Relating Therapy Approach for People 
who Hear Voices: A Thematic Analysis
Programme Year: Year One
Please note: the name of the service and any details that would enable the
identification of the service has been removed to ensure anonymity.
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Abstract
Objectives
This report aims to evaluate a service providing a form of 'relating therapy' to
individuals suffering distress as a result of their voice hearing experiences.
The overall aims are to explore factors that may have hindered or facilitated 
the delivery of the therapy protocol and positive outcomes.
Method
Four therapists delivered individual therapy to six clients. Therapists 
completed a semi-structured questionnaire following each therapy session, 
reflecting on elements of client’s engagement and awareness of relational 
factors, techniques used, and session challenges. Questionnaires were 
transcribed and analysed using thematic analysis and frequency counts.
Results
Two master themes emerged from the analysis and are presented -  ‘influences 
impacting upon therapy’ and ‘elements of the therapy protocol’. Frequency 
counts of 13 identified sub-themes (presented in a positive or negative light) 
were obtained and split between clients showing ‘improvement’ and those not. 
The sub-themes ‘wider influences’, ‘socialisation to the model’, and 
‘assertiveness’, presented in a positive light, occurred more frequently in 
relation to clients showing an ‘improvement’. The occurrence of ‘personal 
issues of the client’, in a negative light, was higher in relation to clients not 
showing an ‘improvement’.
Conclusions
Recommendations for the future development of the service and the therapy 
protocol included the continued use of the ‘relating therapy’ approach and 
administering the therapy protocol flexibly whilst retaining its principles. 
Clinical implications include the potential development of services for people 
who hear voices through individual and group therapy. Limitations of the 
project and areas for future research are presented.
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Introduction
Traditional psychiatrie approaches conceptualise voice hearing as ‘auditory 
hallucinations’, an important symptom and sign of mental illness such as 
schizophrenia (Kinderman & Cooke, 2000). In this approach, medication is the 
treatment of choice (NICE, 2003). Yet critics suggest that psychiatric frames 
of reference are not faithful to the personal experiences of voice hearers 
(Romme & Escher, 1993), with medication having limited success. Romme 
and Escher (2000) suggest voice hearing is not and cannot be used to diagnose 
specific psychiatric disorders. This critique has led to explorations of voice 
hearing ‘experiences’ themselves (e.g. Romme & Escher, 2000) and symptom 
or distress-based approaches to treatment (e.g. Chadwick, 2006).
The main advance in the development of therapeutic approaches for voice 
hearing is possibly the cognitive behavioural therapy (CBT) approach. Here 
the problem is not seen to be the voice hearing but the associated distress, 
caused not by voice/s but beliefs about the voice/s and what they say 
(Chadwick et a l, 1996). CBT focuses on changing these beliefs and there are 
promising results for its effectiveness (e.g. Wykes et a l, 2005). Yet CBT has 
been criticised for continuing to locate voice hearing within a medical 
framework of illness, with the potential to lock voice hearers into the role of 
psychiatric patients (Carter, 2004).
This report concerns the evaluation of a service over an 18 month period. The 
service piloted the use of a new form of ‘relating therapy’ for distressing voice 
hearing experiences, based on Birtchnell’s relational theory. Birchnell (1996; 
2001 ; 2002) suggests that a person relates to and is related to by others and 
that this relating may be of a positive or negative kind. He identifies four 
positions of relating (closeness, distance, uppemess and lowemess) with each 
carrying potential advantages. Ideally a person is competent in each position 
being able to move from one to another as needed.
Service Related Research Project
102
Within the service pilot, voice hearing was construed as relating to an 
interpersonal other (Hayward, 2003) and relational factors were seen as 
mediating distress associated with voices (e.g. Vaughn and Fowler, 2004). 
Therapy aimed to enable clients to be more tolerant of the relationship with 
their voice/s. This would involve developing assertiveness skills, voice 
identity, self-esteem, new narratives surrounding previously unexplored 
sources of distress, and raising awareness of and modifying negative ways of 
relating (Hayward, 2003).
The service team felt that compared to CBT approaches, ‘relating therapy’ 
offered a less judgemental and intuitive approach by encouraging individuals 
to talk to their voice/s rather than about them, challenge their voices as well as 
their beliefs, and explore voice hearing within a relational rather an illness 
framework.
In evaluating the service pilot, quantitative data in the form of outcome 
measures administered during the therapy protocol were analysed (Hayward et 
a l, 2006). Qualitative research also focussed on the views of three of the 
therapists, three of the clients and two of the clients’ relatives on the 
experience and usefulness of therapy (Fuller, 2006). This report aims to aid the 
evaluation process using a qualitative data set consisting of the therapists’ 
process reflections. It was felt that looking at such reflections, which were 
recorded after each session, would be useful in providing a first hand and ‘in 
the moment’ perspective. This report aims to explicate the learning that took 
place ‘in the moment’ potentially corroborating and expanding on the findings 
already gained.
The overall aims of the service evaluation were to explore factors that may 
have hindered or facilitated the delivery of the therapy protocol and positive 
outcomes. It was hoped it would prove useful in decision making around the 
future development of the service.
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Method 
Setting
Four therapists engaged six clients in individual therapy over 14-27 sessions 
within the remit of their local NHS Mental Health Trust (the service was 
delivered across three different Trusts). All clients reported distressing voice 
hearing experiences prior to therapy on a set of quantitative outcome measures 
(Hayward et a l, 2006). The therapy protocol comprised assessment, 
socialisation to the relational model, and an ‘action phase’ encouraging clients 
to change their relating patterns.
Data sources
A semi-structured questionnaire (Appendix 1.) was completed by therapists 
following each session. This explored areas of interest to the service team 
including client’s engagement and awareness of relational factors, techniques 
used, and session challenges. A minimum of 12 and maximum of 17 
questionnaires for each client (dependent on number of sessions administered 
and reflected upon) were obtained. In total 105 questionnaires were obtained.
Analysis
Thematic analysis was used to explore the questionnaire data from an 
essentialist or realist position. It was felt that thematic analysis is a flexible 
research tool in its own right, which could provide a rich, detailed, and 
complex account of data (Braun and Clarke, 2006). Its flexibility was seen as 
an advantage over methods with relatively limited variability in how the 
method is applied (Braun and Clark, 2006). Thus it was also considered 
appropriate to use it in combination with a frequency count approach. 
Thematic analysis followed the guidance of Braun and Clarke (2006). Firstly 
questionnaires were transcribed with identifying information removed for 
confidentiality purposes (see Appendix 2. for an example). This aided the 
process of familiarisation of the data and was followed by reading and re­
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reading of the transcription material which was then searched for patterns and 
coherent themes. Themes were defined as elements of the data capturing 
something important in relation to the aims of the service evaluation, whilst 
representing a patterned response. Themes developed through a process of 
initially manually coding the data for interesting features (see Appendix 3. for 
a sample), collating codes into potential themes (Appendix 4.), reviewing 
identified themes, and refining, defining and naming a final list with two 
master themes, sub-themes and extract examples (Appendix 5.).
In addition to the above approach, frequency counts of the sub-themes were 
obtained. The transcription material was divided into examples of sub-themes 
portraying either a positive or negative element in the therapy intervention. 
Frequency counts were then spilt between those participants showing general 
improvement in the quantitative outcome measures and those not (Hayward et 
al., 2006) to aid the identification of factors that may have facilitated or 
hindered therapy. Sub-themes o f ‘relational differences’ and ‘relational 
similarities’ were not counted as they could not be divided into positive and 
negative terms. It was hoped that combining analysis of the frequency of codes 
with analysis of their meaning in context, would achieve greater subtlety and 
complexity in reflecting upon the data (Joffe & Yardley, 2004).
Reflexivity
The researcher held pre-conceptions about the use of therapeutic interventions 
in the field of hearing voices. Even so, efforts were made to let material ‘speak 
for itself rather than imposing personal interpretations upon it. Thus it was 
hoped that an honest presentation of the material would be provided. The 
semi-structured questionnaire was developed and data collected by the service 
therapists. Thus the researcher had no influence on this element of the 
research.
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Results
Due to space limitations, only a brief exploration of the two master themes is 
presented.
Influences impacting upon therapy
Several influences were identified as having the potential to impact positively 
or negatively on the therapeutic intervention.
[...] sufficiently engaged to be doing more in-depth work. Growing trust in 
relationship with me as a therapist and positive attitude she holds to the 
t/zerqpy...
Engagement can be described as a client’s motivation to work with the 
therapist and take part in therapy. Good engagement was seen as developing 
during the course of therapy and as a facilitator in achieving therapeutic aims.
Ebzcg m/grrwprmg f/zerapy / .^..y jnyj vozce zj /eZ/zzzg /zer zzo^  To come.
References were made to voice/s having a negative influence on therapy but
there were no descriptions of them directly influencing an ending to therapy.
Voice has been quiet -  less material to work with.
Some reflections indicated heightened voice activity as a positive factor, 
necessary in providing ‘something to work on’.
/ .^..yy ê a ^ / q/reWzMg ro 6mf/zez" (/z e^rgMrfy 6gcazzjg q/"/zz.y z/qprg^ /zc^ a^ /g
violence.
There was a sense that changing some social relationships was difficult and 
could carry negative consequences (e.g. increased risk of violence). This was
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seen as having possible negative influences on voice relating. One therapist 
noted being gvar a6/g fo cAazzge’ a social relationship
and V/zgrg/brg wz^ /z r/zg vozgg’.
Dzÿzgz/Zr .ygj^ yzoM. C/zgzz^  qppg^ zrg^ / rgaZ/y z^rg(/ (TTazzgovgryro/?z jzz6jrazzgg 
zz.yg.^ y)...
Other factors external to the therapeutic intervention were identified that 
negatively impacted upon therapy such as substance use.
[...] had sought the advice o f others who had encouraged her to give it a 
try/chance to work.
Some descriptions highlighted wider influences that could aid therapy such as 
positive social relationships.
[...] need to continue to be mindful o f the risks and her level o f distress and 
vulnerability...
Some clients were identified as having personal issues (e.g. vulnerability) 
which exacerbated the distress in their relationships and needed to be tackled 
in order for progress to continue.
/^ . . .y  /zg  ù fzÿ g rg zz^  6 gg azz .y g  j / z g  z j  j p g a ^ z z g  a 6 o z z r  / z g / " g x p g n g M c g . y  zzz zM org
detail than previously. Found him to express care for her and call her by 
name.
Accounts were given of the positive outcomes of tackling personal issues. The 
example above highlights how an exploration of past experiences may have 
facilitated a more positive voice hearing experience.
/ .^..y y mzg/zr r/zzzzgj worjg 6ggüfzzjg zzzgxpgrzgzzgg of 6ggazzj^ g qp;qmag/z
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mt/arg q/f/zg Mgg(/ /o wzr/z //zg j/zamg z.y.yzzg.y -  wz// //zgpm/oco/ crg^z/g
sufficient opportunity to do that?
Some therapists reflected their concerns around their personal influence on 
therapy (e.g. feeling ‘not good enough’) and the therapy protocol including it 
not being reflexive enough to clients’ needs and not working for certain 
clients.
Elements of the therapy protocol
Many reflections related to aspects of the therapy protocol.
Continue to explicate links between social and voice relating. [...] need to 
OM a^pggtj qy.yozzzg rg/atzozzj/zzqj  ^/oyhcz/ztatg aggg.y:y /o of/zgrj .^..
Value was placed on clients’ developing their awareness of relational factors 
during the course of therapy, on recognising similarities between patterns of
social and voice relating, and on using some relationships as a base for 
changing others.
C / g a r  zzygM tz/zcatzoM  w z t/z  /? a j j : z v g  rgj^pozza^g zzz rg/6Ztzozz.y 6 o t / z  w z t/z  t/z g  v o z c g
ot/zgr.y. y...y f/tz/zjg^ / J arga.y worA:6ooA: OM rz.yjgrtzvgzzgj^ .y 6a.yz.yybr t/zg
education.
Therapists indicated that clients were used to relating passively with 
assertiveness training a key tool in changing this.
Although M  had felt more assertive [...] in other parts o f her life this week she 
/zW .yrz// Mof 6ggzz 6z6/g /o .yqy Vzo ' aWy?zz/ .yg/y/zr.yf wz//z g/ojg/g/zzzgzzzg 
^zg/zz^y...
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There was a sense that sometimes developing assertiveness was a complex 
phenomenon. Sometimes a client had described behaving assertively in some 
social contexts but not others.
y...y .yg/yaj .y/aWmg wp /o vozgg wp yr/gMck...
Sometimes it was noted that clients were behaving more assertively in one 
type of relationship (e.g. voice relating) whilst maintaining old ways of 
relating in the other (e.g. social relating).
Empty chair was used for the first time with powerful effect.
The use of specific therapeutic interventions was reflected upon with the 
‘empty chair technique’ highlighted as being particularly useful. Here clients 
were encouraged to communicate with their voice/s, experimenting with 
different relating styles.
Feels one dominant voice might be that o f her father.
Examples were given of constructing an identity for voices. Sometimes these 
were metaphorical and sometimes they were linked to people clients’ knew.
The analogy o f the bully worked well. It identified how passive responses by 
the hearer can leave the dominance o f the bully unchallenged.
Creating an identity around voice/s was presented as useful in understanding 
relational patterns and changing them.
[...] he may need to forgive the voice as part o f a process o f changing his 
6 g /z m ;z o w r  y ü c z / z / a r g  c /z a w g g  m  fA g  v o z g g .
Some clients seemed to be faced with a choice between changing relationships 
and choosing not to. Sometimes change was seen as carrying a price such as
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conceding a position. Sometimes a client would choose to change a 
relationship and sometimes not.
I  feel as though I ’m exerting pressure on client to make changes not sure 
w/zg/Ag/" .y/zg wzzM/j /o/z.y z-gzzz^  fo z/o r/zz.y.
One therapist raised their concerns about trying not to put too much pressure 
on a client to sway their decision towards change.
Frequencies
Table 1. highlights the frequency counts of most note taken from the full table 
(Appendix 6). The counts chosen are those indicating a difference between the 
‘improvement’ and ‘non improvement’ group.
7b6/g y. FrgzyzzgMczgj /or Wg/z/z/zgz/ .yw6-^ /zg7»g.y zzgm.yj g/zg»fj j/zowzw j^g»gm/
improvement on measures and those not.
Sub-Theme Clients Showing General 
Improvement on Measures 
(Q=46)
Clients Not Showing General 
Improvement on Measures 
(0=59)
Client
One
(Q=12)
Four
(0=16)
Five
(0=18)
Total Two
(0=20)
Three
(0=12)
Six
(0=27)
Total
Personal 
Issues of the 
Client
- 0 27 4 31 10 10 46 66
+ 0 5 3 a 4 9 9 22
Wider
Influences
- 9 5 15 29 12 10 10 32
+ 3 6 6 14 1 5 0 6
Socialisation 
to the Model
- 2 4 3 9 6 7 1 14
+ 14 7 13 34 12 8 8 28
Assertiveness - 2 6 6 14 1 5 3 9
+ 8 4 10 22 1 4 7 12
Table 1. reveals that although more questionnaires (Q) were received in 
relation to clients ‘not showing improvement’, the occurrence of the ‘wider 
influences’, ‘socialisation to the model’, and ‘assertiveness’ sub-themes in a
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positive light (+) was lower than in relation to those clients ‘showing an 
improvement’. Table 1. also shows that the occurrence of ‘personal issues of 
the client’ in a negative light (-) was more than double in relation to clients 
‘not showing an improvement’ in comparison to those ‘showing an 
improvement’.
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Discussion
As only a brief exploration of themes is presented in the results section, some 
interpretations of data in the discussion may appear speculative.
Findings
The analysis of therapists’ process reflections sheds some light on their 
perceptions of the therapy intervention ‘in the moment’. Reflections seem to 
indicate that all clients who took part in the pilot developed their 
understanding of relational factors and adopted a more assertive position in 
some relationships. This would seem to challenge the results of the 
quantitative outcome data (Hayward et al., 2006) indicating that half of the 
clients showed an improvement. Perhaps this highlights the limitation of 
quantitative data in adequately exploring the complexity of client outcomes.
The analysis suggests that whilst some clients had difficulty in changing some 
types of relating patterns (e.g. voice/s); they were able to make changes in 
another type (e.g. social). Further research looking at whether changes in one 
type develop into changes in another over time, might be beneficial. In some 
cases there was also an indication that clients’ were able to make an informed 
decision about whether or not they wanted to change their voice relating 
patterns.
For many of the identified themes there were both positive and negative 
examples. In this respect it is possible to draw a list of the factors that were 
seen as facilitating or hindering the therapy process and positive outcomes 
(Appendix 7.).
Limitations
The data were analysed using thematic analysis which has no particular kudos 
as an analytic method (Braun & Clark, 2006). Yet the researcher feels that
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thematic analysis can be considered as a method in its own right if the analytic 
approach and epistemological framework are clearly defined. Thematic 
analysis offered an advantage due to its flexible nature and as such was 
appropriate to the questions posed by the service, allowing an exploration of 
why improvement did or did not occur and what the obstacles to improvement 
were (Pope er a/., 2002).
Because the number of questionnaires received from therapists varied, it was 
difficult to identify patterns from the frequency counts. It was hoped a clearer 
picture would emerge in terms of factors facilitating or hindering the therapy 
intervention.
The service is made up of a network of therapists across three different NHS 
Trusts. Thus it has been difficult to gain a clear perception of how the service 
and each of the three invested Trusts will use the information in this report. 
One Trust has already begun to develop its services for people who hear 
voices through individual and group therapy. This follows Trust reports 
indicating that psychological inventions for voice hearers can be beneficial 
(e.g. Davison, 2006a; 2006b), and recommending increases in the provision of 
psychological therapy (Davison, 2006c) using existing capacity in the Trust 
(Davison, 2006d). It is hoped that this report might aid the development of 
these services. However it is still unclear how the remaining two Trusts will 
respond.
As this report is based on data from a therapy pilot with six clients, 
conclusions may not be transferable to other contexts or clients. Further 
research piloting the therapy protocol with a larger client and context sample
might lead to the development of more generalisable outcome indicators.
This report forms part of a larger evaluative process. It may be useful to
collate all the evaluative information together, identifying disparities and 
common findings.
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Recommendations and feedback
This report fulfils the service mandate to explore therapists’ process 
reflections in order to aid the service evaluation. Preliminary results and 
recommendations (Appendix 8.) were presented to the service on January 19^ 
2007 (see Appendix 9. for feedback). It is planned to feed back this report to 
the service in a meeting with the service therapists later in the year.
General recommendations state the service should continue using the ‘relating 
therapy’ approach. Elements of engaging clients in therapy, assertiveness 
training, socialising clients to the relational model, and the empty chair 
technique should be retained in the therapy protocol. In addition it may be 
useful to administer the protocol flexibly whilst retaining its principles, 
negotiate relating positions collaboratively, establish good communication 
with other services a client is engaged with, and spend time exploring personal 
issues that may be impacting on client’s level of distress whilst retaining a 
focus on the therapeutic aims.
Conclusions
This report highlights the value of therapists’ reflections in evaluating a 
service and pilot of a new therapeutic approach. It is hoped the information in
this report and its recommendations, will prove useful in developing both the 
service and the therapy protocol.
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Appendices
Appendix L  -  Semi-structured questionnaire.
Session Process Check
Date:
Client number and location: 
Session Number:
Measures completed 
VAY
PSYRATS
Analogue Scale
BAVQ-R
PROO-2
yyow gzzgzzggz/ wzzj //zg c/zgM/ aW w/za/yâcz/z/zz/gz/ or /zzWgrgz/ r/zzj?
yyow mvzzrg //zg g/zgzz^  q///zg rg/gvzzzzcg q r^gWzozzzz/yhcrorj", 6o//z j^ocW/y 
OMz/ wz^ /z rg.y/?ggr fo f/zg vozgg? PPTzzz/ /zzWgrgz/ oryôcz/z/o/gz/ ^ /zzj?
What techniques and methods were used during the sessions to facilitate 
exploration and learning about relationships? How were they used and with 
w/zo  ^jzzggg.yj^ ?
Fz w/zo/ wqyj wzzj //zg .yg.y.yzozz g/zo//gzzgzzzg, 6o//zybr yozz zzW r/zg g/zgzzf?
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Appendix 2. -  Example o f  transcribed questionnaires.
SRRP Transcriptions 
Client 2
Date: 10/6/05
Client number and location: 1; West Sussex 
Session Number: Baseline 1; A1
Measures completed: VAY [ x ] PSYRATS [x ] Analogue Scale [ x ]
BAVQ-R [ X ] PROO-2 [ ]
Overall comments and impressions
Session felt a little contrived and controlled by me due to questionnaire completions. I was 
keen to know more about his voices and wanted the information to be provided in a coherent 
manner.
How ensased was the client and what facilitated or hindered this?
Appeared reasonably well engaged. Able to expand on issues raised by questionnaire items, 
sometimes spontaneously.
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
Not yet reluctant.
What techniques and methods were used durim  the sessions to facilitate exploration and 
learninz about relationships? How were they used and with what success?
Not yet reluctant.
In what wavs was the session challen2ing. both for you and the client?
Challenging for me in that the usual client had flow to an initial meeting was disrupted by the 
research process.______________________________________________________________________
Date: 16/6/05
Client number and location: 1 ; 1 
Session Number: baseline 2; A2
Measures completed: VAY [ x ] PSYRATS [ x ] Analogue Scale [ ]
BAVQ-R [ ] PROO-2 [ ]
Overall comments and impressions
Left wondering how engaged client is with process. ? his understanding o f what w e’re 
attempting to do. Is he aware o f the possibility of change and how that may be facilitated 
therapeutically? Seemed ambivalent today -  “want to get rid o f voices” -  “not bothered by 
lack o f privacy” .
How en2a2cd was the client and what facilitated or hindered this?
In my mind the measures certainly seemed to stifle conversation. I was aware o f the need to 
complete them so apologetically kept returning to the items.
?Moming session not ideal - ? sedation due to meds.
Client wondering if  w e’ll need the 12 sessions -  whether he’ll have enough to say.
How aware was the client o f the relevance o f  relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
No opportunity to consider social relating -  especially as no time for PROQ-2. Too early to 
assess relational relevance o f voice.
What techniques and methods were used during: the sessions to facilitate exploration and 
learnins about relationships? How were they used and with what success?
N/A
In what wavs was the session challensins. both for you and the client?
Challenging for me in terms o f the research process controlling the expression o f my curiosity. 
I’m left wondering if  the process will become one o f engagement rather than therapy.
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Date: 23/6/05
Client number and location: 1 ; 1 
Session Number: 3; B1
Overall comments and impressions
The abandonment o f measures facilitated more natural flow to conversations. Enabled the 
giving of more details about the voices. Goals for change remains unclear amidst ambivalence 
towards voices which can be both positive and negative. Level o f engagement with me seems 
okay -  but with process and rationale for being together???
How ensased was the client and what facilitated or hindered this?
Dropping the measures enabled me to listen and for the story to be told in a more natural 
manner. This felt appropriate for the first ‘real’ session.
But how much of this comfort is about me and the way I prefer to work?
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
I’ve no sense of what is made o f voices relationally -  although the voice is from the past so we 
have a natural framework to explore and make connections with.
No mention of social relationships to date.
What techniques and methods were used durins the sessions to facilitate exploration and 
learning about relationships? How were they used and with what success?
Just listening was the most facilitative thing I did today.
In what wavs was the session challen2ing. both for you and the client?
The least challenging session, certainly for me and ? for client. This was facilitated by 
deviating from the protocol. Can’t do this too often.
Date: 28/6/05
Client number and location: I; 1 
Session Number: B2
Measures completed: VAY [x ] PSYRATS [ ] Analogue Scale [ x ]
Overall comments and impressions
Really productive session. I began feeling unclear about the ability o f the client to connect 
with a relational framework. But very naturally conversations drifted into a conceptualisation 
of the relation-ship with the dominant voice.
//ow way /Ae awz/ wAaZ /acz/ffaZez/ or AmJerez/ zAw?
Physically very well engaged in terms o f being up and expecting me. Conceptually well 
engaged for first time. This was ? facilitated by doing questionnaires at end o f session. Also 
me being curious about how voice utterances are responded to.
Voices attempted to sabotage session by sending messages, e.g. “I want you (me) to go”.
Client assured me that he did not wish this to happen.
How aware was the client o f the relevance o f relational factors, both socially and with respect 
Zo f/ze vofcg? AfMz/erez/ or zAfr?
Socially w e’ve had few conversations. Maybe this will continue to be the case. In terms o f the 
voice, today’s conversations highlighted the reciprocal nature o f relationships with the good 
voices -  construct o f the bad relationship as one way -  used analogy o f bully.
learnin2 about relationships? How were they used and with what success?
The analogy of the bully worked well. It identified how passive responses by the hearer can 
leave the dominance o f the bully unchallenged. Also spoke o f the bully playing on weak spots 
and vulnerabilities as client wonders if voices come from within.
In what wavs was the session challenyins. both for you and the client?
Really enjoyed the natural and progressive feel o f this session. ? Hard work for client who 
spoke o f wanting to meet in mornings to get sessions out o f the way. _____________
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Date: 7/7/05
Client number and location: 1; 1 
Session Number: B3
Measures completed: VAY [ ] PSYRATS [ x ] Analogue Scale [ x ]
Overall comments and impressions
Quite a difficult and unfocussed session due to London bombings and client feeling he may be 
responsible. Managed to maintain developments achieved in last session, e.g. viewing voices 
as relational and session finished with client spontaneously say “our relationship isn’t like 
that”.
How ensased was the client and what facilitated or hindered this?
The bombings hindered. A focus upon the motives of the voices was helpful and identified 
“trying to get people to hate me” as uppermost on their agenda.
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
Not at all socially, as to introduce such concepts and conversations would seem contrived and 
disruptive. Voice -  exploring motives facilitated as did the continued use of the bully analogy 
and considering connections between the motives o f an ex-girlfriend and the voices.
What techniques and methods were used durins the sessions to facilitate exploration and 
learnins about relationships? How were they used and with what success?
Bully analogy and motives.
In what wavs was the session challensins. both for you and the client?
Moving back to predominant voices when messages associated with London bombing were 
active.
Momentum generated during previous session was sustaining._____________________________
Date: 21/7/05
Client number and location: 1 ; 1 
Session Number: B4
Measures completed: VAY [ x ] PSYRATS [ ] Analogue Scale [ x]
Overall comments and impressions
Difficult session with paradoxical stories evident. A reported lull in activity o f main voice 
(“yet they still hate me”) attributed to change in medication (“but they’re real”). Felt at times 
as though I was preparing an unnecessary intervention, yet I am aware o f this chap’s variable 
reporting o f his distress. If  I was doing this work clinically I would also be aware of the need 
to work with the shame issues -  will the protocol create sufficient opportunity to do that?
How ensased was the client and what facilitated or hindered this?
Seemed distracted at times -  attributed to voice activity. Felt like he could have readily called 
it a day. I wonder if some o f the language I was using was confusing, though I must confess to 
feeling confused as elements o f the story seemed to be changing. Maybe the CAV would have 
provided some useful detail, but needed to occur earlier in process.
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
Socially -  not at all -  other that in relation to people who send “messages” . We spoke 
extensively about reciprocity, though I remain unclear about the client’s specific ways of 
responding to the messages.
What techniques and methods were used durins the sessions to facilitate exploration and 
learnins about relationships? How were they used and with what success?
I continue to talk about the bullying nature o f the voice’s actions. Client talked o f fighting 
back on occasions, leading us naturally to a consideration o f assertiveness.
In what wavs was the session challensins. both for you and the client?
Does the client want/need to work on relationship with main voice? I had a distinct impression 
o f pushing and directing today. I continue to learn about the protocol but am unsure if the 
client is learning.
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Date: 28/7/05
Client number and location: 1 ; 1
Session Number: B5
Measures completed: VAY [ ] PSYRATS [ X ] Analogue Scale [ x ]
Overall comments and impressions
Client began the session by stating the voices had been relatively inactive and he had little to 
say -  heart sank! Conversation then drifted onto his past relational history and we unearthed 
some really interesting information re past relationships and their parallels with the bullying of 
the Wave team.
How ensased was the client and what facilitated or hindered this?
I began the session with the intention o f using the CAV to provide the session with a focus 
and generate more information about client’s response to the Wave team prior to entering 
action phase. I had bypassed the ‘exploring relationships’ section through fear o f 
disengagement -  but this topic was probably the most engaging w e’ve discussed.
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
Socially -  very much so. Spoke o f self as always having been different and how this has had 
negative relational implications.
What techniques and methods were used durins the sessions to facilitate exploration and 
learnins about relationships? How were they used and with what success?
Simply expressing a curiosity about early relationships, which I ’ve previously not done 
through fear o f disengagement as this may seem disconnected to exploration o f the voice 
hearing experience.
In what wavs was the session challensins. both for you and the client?
After rising to the early challenge o f finding something to talk about, the next challenge came 
at the end o f the session. The client expressed curiosity about the biological model and the 
suggestion o f others that the voices may be internally generated -  “but if it’s me saying those 
things to m yself- that would be really sick” -  Agreed to explore during next session -  bit o f a 
dodge!!______________________________________________________________________________
Date: 11/8/05
Client number and location: 1 ; 1 
Session Number: B6
Measures completed: VAY [ x ] PSYRATS [ ] Analogue Scale [ x ]
Overall comments and impressions
Session had a more natural flow. “Calmness” o f wave team was a stimulus for discussion 
rather than a dampener. Explicit connections made between changing behaviour of voices and 
their more enlightened understanding o f previous social relating difficulties.
How ensaged was the client and what facilitated or hindered this?
Well engaged to extent o f offering connections between past social relating and current voice 
relating. Still many DK in relation to detail re past relating experiences -  but seemingly 
genuinely poor memory.
Action phase next - ? how much sense this will make.
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
More than ever before facilitated by last week’s exploration o f previous social relating.
What techniques and methods were used durins the sessions to facilitate exploration and 
/gommg rg/aZmwA/pf ? Fow were zAev oMz/ w/Z/i wAaZ jwccgff ?
Merely bring conservation around to issues thrown-up by social relating issues.
In what wavs was the session challensing. both for you and the client?
I continue to dread the action phase as this may make less sense, particularly as voices are 
calm. There’s also a sense o f waiting for the ? presentation of the Nobel prize in 2/12. But I 
felt like this re social relating and it’s turned out to be a gold mine.
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Date: 25/8/05
Client number and location: 1 ; 1 
Session Number: Cl
Measures completed: VAY [ ] PSYRATS [ x ] Analogue Scale [ x ]
BAVQ-R 1 ] PROO-2 [ ]
Overall comments and impressions
A  good flow to the session. Increased activity from distressing voices provided initial topic for 
conversation. Without seeming contrived I was then able to direct the session by taking us into 
the action phase by utilising the empty chair. Despite distraction carried by increased voice 
activity we seem to have found a comfortable way o f being together.
How ensased was the client and what facilitated or hindered this?
Very well engaged during conversation less so during questionnaire completion when voices 
were distracting. Engagement possibly facilitated by last 2 sessions when we seemed to make 
a connection around relational thinking.
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
Focus more on voice this week. Bringing voice into the room evoked some strong feelings and 
vivid perspectives of imbalances in relationship.
What techniques and methods were used durins the sessions to facilitate exploration and 
learning about relationships? How were they used and with what success?
Empty chair was used for the first time with powerful effect.
/M wAoZ wzzvs way zAe fesf/o» 6oZA /br vow zAe
Challenging for client in terms o f being in the presence of the source o f the voice -  “if she 
came into the room that would mean it was all real”. Challenging for me in terms o f directing 
the session more explicitly that previous.________________________________________________
Date: 2/9/05
Client number and location: 1; 1 
Session Number: C8
Measures completed: VAY [ x ] PSYRATS [ ] Analogue Scale [ x ]
BAVQ-R [ ] PROO-2 [ ]
Overall comments and impressions
A sense o f feeling comfortable in each others presence and have a way o f talking about the 
voices. He is also letting me know more about himself and his other interests - ? “I’m more 
than my voices” . The structure o f the sessions feels easier and more facilitating now that we 
are in phase C -  ‘catch-up’ -  voice into room.
How engased was the client and what facilitated or hindered this?
N/A
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
N/A
What techniques and methods were used during the sessions to facilitate exploration and 
learning about relationships? How were they used and with what success?
N/A
In what wavs was the session challensins. both for you and the client?
N/A
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Date: 15/9/05
Client number and location: 1 ; 1 
Session Number: C9
Measures completed: VAY [ ] PSYRATS [ x ] Analogue Scale [ x ]
BAVQ-R [ ] PROO-2 [ ]
Overall comments and impressions
Really interesting session. Possibility that the voices are internally generated voice again, in 
the form o f the “arsehole”. This allowed us to consider the possible shame that underpins the 
experience and introduce the concept o f forgiveness.
How ensased was the client and what facilitated or hindered this?
Very well engaged. We now seem to have a very clear purpose and the suggestion that invite 
the voices into the room was responded to with relative enthusiasm.
A f o w  m y g r e  w a ;  Z A e  o f  z / z g  r e / g v a M c e  o f r e / a Z / o M a /  ^ o c m / / v  a M z f  w / z A  r g j p e c Z
to the voice? What hindered or facilitated this?
Very -  in the form o f voice relating today and relating to self. Voice actively joined us during 
the session and responded to our utterances delivered in a role play scenario. Also explored 
the reciprocity within the relationship by considering who may be the instigator o f change.
f P % a Z  Z e c A M Z O W g j ^  a M f f  / M e Z A o c k  w e r e  w j e c f  z / w r m g  z A e  z o / w  Z o  / à c Z / f Z a Z g  e x p / o r a Z z o M  a M z /
learnins about relationships? How were they used and with what success?
Inviting the voice into the room was the catalyst to some very interesting conversations.
In what wavs was the session challensins. both for you and the client?
Challenging for the client in terms of me suggesting that he may need to forgive the voice as 
part o f a process o f changing his behaviour to facilitate change in the voice. He suggested that 
the voice would need to change? first.
Date: 29/9/05
Client number and location: 1 ; 1 
Session Number: CIO
Measures completed: VAY [ x ] PSYRATS [ ] Analogue Scale [x ]
BAVQ-R [ ] PROO-2 [ ]
Overall comments and impressions
Jumped around a lot -  from it’s not voice/wave team -  T ’m Jesus’ -  relationship with voice is 
changing -  it’s not real. I feel quite exhausted.
How ensased was the client and what facilitated or hindered this?
Well engaged -  though setting the agenda more so than previous. Required me to bring us 
back to a specific focus upon voices.
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
Very aware when discussions focussed upon voices. Real sense o f the relationship changing 
for the better.
What techniques and methods were used durins the sessions to facilitate exploration and 
learnins about relationships? How were they used and with what success?
Invited voice into room = demonstrated how she was being nicer.
In what wavs was the session challensins. both for you and the client?
Session started with ‘no problem’ as some previous sessions have begun. Themes about Jesus 
possibly replacing diluted grandiose belief re Nobel prize. Not sure where ‘do you receive 
messages’ came from. Felt as if there was scope to offer a 3^ '' position but I was reluctant to 
jump in. If the opportunity is still there next session = go for it.  _____________
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]Date: 13/10/05
Client number and location: 1; 1 
Session Number: C l 1
Measures completed: VAY [ ] PSYRATS [ x ] Analogue Scale [ x ]
BAVQ^^ ] ]
A session o f new possibilities amidst the usual mix o f focused and unfocused conversations. 
Novel(ish) discussion of needing to be liked by others and first time disclosure o f wanting to 
be rid o f the chip and the dominant voice.
How encased was the client and what facilitated or hindered this?
Usual high level o f engagement relative to initial expectation. No one thing seems to be 
particularly facilitative as we now seem to be in a groove.
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
Very in relation to the voice and judgements o f social others ? consequences of potential for 
relationships to change.
What techniques and methods were used durins the sessions to facilitate exploration and 
learning about relationships? How were they used and with what success?
Empty chair used -  but to less effect than usual. Exploring future possibilities (for voice 
hearing and fame and normality) seemed more useful.
In what wavs was the session challensins, both for you and the client?
For me = tolerating drift towards conversation of beliefs less connected with voice.
For client - ? asking him to forgive voice.________________________________________________
Date: 20/10/05
Client number and location: 1 ; 1 
Session Number: C12
Measures completed: VAY [ x ] PSYRATS [ ] Analogue Scale [ x ]
BAVQ^^ ] ]
Overall comments and impressions
Really chaotic day. Had to deal with unwelcome guest. Client still keen to meet -  but far from 
ideal context. Also had troubles with dealer last night.
Las couple o f weeks feel like they’ve been difficult re life in general.
How ensased was the client and what facilitated or hindered this?
As engaged as he could be given the circumstances. Seemed to lose concentration during 
completion o f VAY. Data all over the place = ? disregard and complete VAY again next week 
in hindsight -  wish I hadn’t completed any measures as all the signs suggested it was an ask 
too far.
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
Fairly well established.
What techniques and methods were used durins the sessions to facilitate exploration and 
learning about relationships? How were they used and with what success?
Briefly invited voice into room. She responded with a couple of utterances. Recent exchanges 
in empty chair have been brief.
/M w/iaf wavj way //ze /or
Dealing with the chaos. Both in the moment and the way that recent events have influenced 
delusional beliefs and therefore the voice hearing experience.
Service Related Research Project
125
Date: 27/10/05
Client number and location: 1; 1 
Session Number: C l3
Measures completed: VAY [ ] PSYRATS [ ] Analogue Scale [ ]
B A V Q 4t[ ] PR O O j^ ]
Overall comments and impressions
Review session. Limited voice activity reported but ongoing difficulties more generally. 
Usefulness o f therapy explored as self and others getting to know me better. Specific impact 
upon voices = ? more limited.
How engaged was the client and what facilitated or hindered this?
N/A
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
N/A
What techniques and methods were used durins the sessions to facilitate exploration and
/earMwg rg/ar/oMfA/pf ? //ow were r/iev Mjec/ aMcf w/rA wAaf fz/ccef
N/A
/M wAaf wovf way fAg /or voM
N/A_________________________________________________________________________________
Date:
Client number and location: 1 ; 1 
Session Number: C14
Measures completed: VAY [ ] PSYRATS [ x ] Analogue Scale [ x ]
BAVQ-R[ ] PROO-2[ ]
Really interesting session. Exploration about how to influence relationships socially had us to 
pose this Q in relation to the ‘nasty’ voices. A suggestion that they may not be capable of 
changing -  emphasis on need for client to change. Yet, is there too much water under the 
bridge for change to be possible and is the client the ‘only kid in the playground?’
How en2a2ed was the client and what facilitated or hindered this?
Very well engaged. I have a real sense o f him wanting to use the session to explore his 
experiences. He has also done this with a friend over the past week! However the focus often 
extends beyond the relationship with the nasty voices.
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
Very aware -  both socially and in relation to voice. Yet has a sense o f the relationship with the 
voice being different. Client choosing to focus explicitly on the social was a useful catalyst for 
considering voice relating.
What techniques and methods were used durins the sessions to facilitate exploration and 
learning about relationships? How were they used and with what success?
More o f an extension to the review process today. Continuing to check out where we are and 
what change may be possible within a relational framework.
In what wavs was the session challensins. both for you and the client?
Client wanting to consider ‘reality’ o f the experiences - ? helpful in the longer term -  but this 
is time limited!!
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Date: 24/11/05
Client number and location: 1 ; 1 
Session Number: C15
Measures completed: VAY [x ] PSYRATS [ ] Analogue Scale [ x ]
BAVQ-R[ ] P R 0 0 -2 [  ]
Fascinating but unfocussed session during which the focus was on broader delusional beliefs*. 
These conversations lead client to question why we are continuing to talk about the voices.
*A grandiose event is imminent.
How ensased was the client and what facilitated or hindered this?
Not particularly engaged in conversations re voices -  but this was appropriate given 
imminence o f sig. event to which voices are connected.
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
Still aware as drew attention to “someone’s always been there to screw it up” when 
considering the future.
What techniques and methods were used durins the sessions to facilitate exploration and 
learnins about relationships? How were they used and with what success?
It was important to stick with the client’s agenda -  but also mindful o f our process and 
suggesting that we review again next week as planned.
In what wavs was the session challengins, both for you and the client?
Being necessarily tangential to our focus -  in order to maintain high level o f engagement. But 
client’s belief system is fascinating, so a pleasurable detour.
Date: 1/12/05
Client number and location: 1; 1 
Session Number: C l6
Measures completed: VAY [ ] PSYRATS [ x ] Analogue Scale [ x]
BAVQ-R[ ] PROO-2[ ]
Overall comments and impressions
Agreed this as final session. Mixed feelings as the focus on the relationship has dwindled, yet 
the voices may impact upon potentially significant changes that are afoot in relation to 
grandiose beliefs. Feel like I may have rushed the ending. Lots to reconnect with at 1/12 
follow-up.
How ensased was the client and what facilitated or hindered this?
Very well engaged. A real sense of energy in relation to the client no longer wanting to wait 
for grandiose events to happen.
How aware was the client o f the relevance o f relational factors, both socially and with respect 
An acknowledgement that relationship with dominant voice may not be amenable to change.
IF/iof a/iaf mer/zodly were f/wrmg f/ie /o/w fo /acf/fYofe
learnins about relationships? How were they used and with what success?
No specific techniques. Work has been discussion based since review session at week 13.
In what wavs was the session challenging, both for you and the client?
When to end? Just one more session...
Also difficulties presented by this being a client from my team.
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Date: 5/1/06
Client number and location: 1 ; 1 
Session Number: Ful
Measures completed: VAY [ x ] PSYRATS [ x ] Analogue Scale [ x ]
BAVQ-R [ X ] PROO-2 [ ]
Overall comments and impressions
Left with enduring sense o f client trapped in a dysfunctional way of relating re, voice nasty -  
client lashes out in response -  voice has more evidence to confirm client’s badness = 
broadcast to others.
Feels he is coping so no need for further intervention from others.
Agreed to participate in reflective evaluation, so be interesting to hear of his thoughts on the 
process.
How ensased was the client and what facilitated or hindered this?
Tired as just woken-up -  but hung in there -  even during questionnaires.
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
I’m left wondering (within a shame based formulation) of client’s ability to do anything other 
than maintain the relationship - as he deserves to be humiliated. Yet he sees him self as good 
person in here and now.
IF/zaf /ec/iMfqrwe.9 oMf/ wef/iock were /Ag /o
learning about relationships? How were they used and with what success?
N/A
In what wavs was the session challensins. both for you and the client?
N/A
Date: 7/3/06
Client number and location: 1 ; 1 
Session Number: FU2
Measures completed: VAY [ x ] PSYRATS [ x ] Analogue Scale [x ]
BAVQ-R [x ] PROO-2 [ ]
Overall comments and impressions
Interesting final follow-up. Many possible interpretations of voices discussed, but ultimately 
continuing evidence that client felt unable to alter present form o f relating to voice in a hostile 
manner.
How ensased was the client and what facilitated or hindered this?
N/A
How aware was the client o f the relevance o f relational factors, both socially and with respect 
to the voice? What hindered or facilitated this?
N/A
What techniques and methods were used durins the sessions to facilitate exploration and 
learning about relationships? How were they used and with what success?
N/A
In what wavs was the session challensins, both for you and the client?
N/A
Service Related Research Project
128
Appendix 3. -  Sample o f  transcription material durin2 the manual codins 
process.
Date: 9/9/05 Client num ber and location: G2 Session Number: B3
M easures com pleted: VAY f ] PSYRATS [x | Analogue Scale [ x )
Com pleted CAV -  not sure how helpful this was until reaction on m eaning, which dem onstrated that M 
had begun to think about how the past and the experience o f  the voice w ere linked. This has been a k / "  ^
. valuable week for M as she had been ill re General H osp ita l this also dem onstrated how powerful a  ^ ^
bully the voice (and by implication ex-husband) could be and how even now M feels relatively V  I
threatened. Genogram parliallycomplefcd.
* /Am' e/yfivpetf i rru //w w W  r/f A/Were^/ z/tÀt?
' ' Client very engaged link with past experience, voice and current relationships has partially been ^
made by client herself and she was interested to explain this later-fam ily relationships in childhood also \J  _ 
o f interest to client-could clearly map her interaction style developm ent up to marriage.
' ’ //on ' aware was the client o f  the rekn-unce o f rehithm al factors, both socially and  with respecf to the
, vo /ce? H7n/t /t/m /erer/ o r /ftc////oteiV t/?n .'
' Focussed in relational factors: unusually not identifying abusive/negative themes but actually 
discussing V.protected environment. Use o f  method with genogram v.helpful in maintaining focus and 'y  /"""'
methodological approach i.e. what could be confusing (as so many relatives). D istress once on contrast 
between w arm home environment and extreme aspect o f  m arriage hindered focus to some extent. '
Whai techniques and methods  trere used during the sessions lo facilitale exploration and learnirm  
J. ' dhout relaiionships? How were they used  and with what .success ?
Techniques: Socratic questioning CAV discussion; discussion around genogram and nature o f  /va  
familial relationships now and then; pictorial representation o f  current and prev ious social family 
relationships -  success. AC.
In what wavs was the session chulh’nains. holh for you am i the client?
Client difficult subject o f  conversation usually does not associate past with current voice hearing c .  f  
' and certainly not with current social relationships.
Therapist managing distress -  stopping session a little early to include some necessary time at end.
Taking session slowly -  conclude next week.________________________________________________
Date: 16/9'05 Client number and location: G los2 Session Number; B4
M easures com pleted: VAY [ x ] PSYRATS [ ] Analogue Scale | x ]
f /t er^r// cowweMM a W  /TM/vex.y/ow
Com pletion o f  previous session on exploring relationships, continuing to search for themes.
Exploration o f  any issues lei) over from distressing conversation i.e. abusive mairiage last week and C  T 
much greater focus on other social relationships today - current social network and social relating in 
. f past, including work, school, religious network and nurse training. M. more comfortable considering 
p these aspects o f relating and more able to recognise their current influence than with close family D n
' felaiion.ships.
4 ^ 2  SR D - //ow engoeei/w as /Ae OMt/ w /ior/â c / / /w W o r A/w/ere(/
,  ^ Again very engaged -  facilitated by increasing understanding o f the dual nature o f  current relationships /
' “ / '  -  although they offer M. inclusion and a role, that this sometimes conflicts with her em ergent >
, ' ’ recovering se lf but that she does not have the resources to assert herself socially as yet, -
How aware was the client o f  the relevance o f  relational factors, both socially and with respect to Ihe
ro/LV.'' '/to/ ArWerer/ o r  Arc/Z/WeV //t/.v.'
Client V, aware o f  relational factors in social relationships but less able to  see this pattern repeated in S  C  
relationship with voice -  still sees se lf  as standing up to voice but not standing up to friends although \ j  
* . . .  j therapist perception is that she is unable to be appropriately assertive with either entity. Awareness ^
( / / , facilitated by direct continuation o f  a "social” genogram to add onto family relationships. Introduction y-
of strengths and successful periods o f  relating in life also promoted analysis o ff  relational factors. ^
IVInii techniques and methods were used d urins the sessions lo I'adlilale exp lora tion and ka rn im i 
about relationshins? How were they used  and with what success?
I. ' . . Verbal exploration o f  past and present social environments and identification o f  themes - more to fore
this week resistance to authority. Pictorial representation o f  social environment. Concentration at times '  ^ 
on “alternative” adaptively relating M and discussion about what characterises em powering relating f ^ \  
equality, respect etc. Links made with current training sessions M. involved in successfully, 
f  * In what n v v i- .v  was the session challenging, both for you and the client?
, ■ ' Fewer challenges all round during this session as content less em otive. However for client recognising
2 . ’ j why social relationships within hearing voices group generated distress som etim es and for therapist
, trying to tease out destructive elements without sounding critical or Judgemental. "! p
,t.
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Appendix 4. -  Initial list o f  identified themes.
Code Theme
E Engagem ent
DNA DNA
VI Voice Influence
SI Social Influence
P Protocol
VP Voice Persona
VR Voice Relating
V-S Voice -  Social Links
CIVI Client Methods
R Rapport
SM Socialisation to the Model
A A ssertiveness
SR Social Relating
T Talking
AP Action P hase
VA Voice Activity
C Choice
Mem Memory
PE P ast Experiences
TR Therapeutic Relationship
RS Relational Similarities
Vul Vulnerabilities
M M ethods/Techniques
PV Passivity
CR Changing Relationships
SI Wider Influences
RD Relational Differences
DC Different Clients
01 Personal Issues of Client
TD Therapist Difficulties
S Support
SF Safety
AX Anxiety
GS Goal Setting
SP Slowing Pace
SO Self Opinion
Med Medication
PR Personal Reaction
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AppendixS. -  List o f  finalised master themes with sub-themes and extract 
examples.
Influences impacting upon therapy
Engagement________________________________________________________
Note taking between sessions suggestive of a high level of engagement. An 
ongoing feeling that she is waiting for some action.
Client 1 -  session 5
[...] she is feeling sufficiently engaged to be doing more in-depth work. 
Growing trust in relationship with me as a therapist and positive attitude she 
holds to the therapy sessions assists this process.
Client 5 -  session 9
The most engaged presentation Fve seen. Offering own suggestions about how 
to respond differently to voice -  but also amenable to my suggestions.
Well engaged with therapist perhaps too well? Seeking assistance with 
practical task [...] from session rather than from care co-ordinator. [...] Felt as 
though to have refused her request would have hindered engagement...
Client 5 -  session 8__________________________________________________
Attendance________________________________________________________
Difficulties have concerned forgetting of appointments and consequent DNA. 
Client 1 -  session 1
Quite a psychologically minded client -  just frustratingly difficult to get any 
momentum due to infrequent sessions.
C/fgMt 7 -  7__________________________________________________________
Voice influences____________________________________________________
[...] the overlap is attributed to the pervasive influence of the devil.
Client 1 -  session 1
Voice clearly interrupting therapy, as client appears fidgety and frowning, 
reluctant/unable to speak as clearly as previously. [...] says voice is telling her 
not to come.
^ 77
[...] a rather disjointed session as whispering has continued and voice 
‘shouted’ throughout [...] hard to recapture the thread in the face of voice 
activity [...] Engagement hindered by distraction of voices and meaning 
attached to the reappearance of the whispers (I’m going to get depressed 
again; I’m ill again and will have to go into hospital).
Client 3 -  session 7
Main voice less abusive and whispers gone facilitated engagement.
Client 3 -  session 8
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[...] voice let her know that he didn’t approve of her taking part -  suggested 
she should answer questions in different way so as to imply he wasn’t bad. 
Also voice abusive towards therapist or telling client to be.
C/fgM/ j  -  y
Voices attempted to sabotage session by sending messages, e.g. “I want you 
(me) to go”.
Client 2 -  session 4
[...] a lull in voice activity so less to talk about and limited motivation to 
engage.
C/fgM/ 7 -  j
Voice has been quiet -  less material to work with.
Increased activity from distressing voices provided initial topic for 
conversation. [...] Despite distraction carried by increased voice activity we 
seem to have found a comfortable way of being together.
Client 2 -  session 9
She was motivated by a ‘bad week’ with the voice as the session provided an 
opportunity to talk about this, which she was keen to do.
C/fg»/ j  -  2
[...] motivated for process -  had had an experience in past week in which 
voice had come to the fore.
Client 5 -  session 2
Social influences
Genogram used to stimulate thinking about social relationships. This proved 
useful as a catalyst for exploring influence of grandparents and relationships 
with friends.
C/fgnf y -  7
Spent significant chunks of time exploring relationship with partner and how 
difficult this would be to change.
C/fgM/ 7 -  J
[...] much greater focus on other social relationships today -  current social 
network and social relating in past, including work, school, religious network 
and nurse training. M more comfortable considering these aspects pf relating 
and more able to recognise their current influence than with close family 
relationships.
C/zgMf j  -  ^
Fears he will ‘play mind games’, tell others things about her and stop her 
children from seeing her. 
j  -  7
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[...] fearful of relating to brother differently because of his unpredictable 
violence.
Client 5 -  session 7
Personal issues of the client
This allowed us to explore the possible shame that underpins the experience 
and introduce the concept of forgiveness.
Client 2 -  session 11
Making sense of why the voice is abusive towards her. Is he correct in what he 
says? Why does she have these views of herself/others: spoke about early 
experiences if abuse and unhappiness. Difficult but enlightening?
Client 4 -  session 8
Suggested that he’s different because she is speaking about her past
experiences in more detail than previously. Found him to express care for her 
and call her by name.
Client 4 -  session 9
Talked a lot about her son [...] who died 2!4 [...] guilt. Should have taken him 
sooner -  voices still talk about it = bad mother.
C/fg»/ d -  7
Client was visibly very anxious [...] It was important that we took time to 
make it feel safe and comfortable for her.
C/fgMf ^ 7
[...] realising the extent of M’s perceptions of distancing as a v. positive way 
of coping...
Client 3 -  session 5
Uses self harm when he becomes intolerable...
Infected self harm into 2 weeks ago [...] Level of risk consistently high 8-9... 
C/zgM/ d -  j^ g.yj^ zoM J
Has felt tormented by the voices and to self harm for a number of years.
C/zgzzf d -  jg.yjzozz
[...] still working slowly -  need to continue to be mindful of the risks and her 
level of distress and vulnerability...
C/zgzz/ d -  jg.yjzozz d
Beginning to link between anxiety and symptoms (voices) which is the first 
time she has been able to make a definite connection.
Client 6 -  session 10
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[...] “I’ve got 10 ‘O’ levels, 4 ‘A-levels’, 2 grade 8 in violin and piano. I am a 
talented artist. I don’t have to believe you and I don’t have to listen to you”.
C/fgM/ d -  ________________________________________________________
Therapist concerns_________________________________________________
But how much of this comfort is about me and the way I prefer to work?
C/fgMt 2 -  JgJJZOM j
Still feels like I’m feeling my way and winging it a little.
Client 1 -  session 7
I did speak to the voice -  but? soon enough and ? directly enough. Will client 
come back and how attack interpreted -  sign of weakness or strength.
Client oAen seems ready to move before me - 1  often feeling as if I’m stalling
for time.
Client 1 -  session 8
Felt as if the pace of the process was about right -  first time I’ve felt this way. 
Thought that client and 1 were both thinking on our feet to good effect.
Almost feel like we’ve made too much progress in short time.
Session felt a little contrived and controlled by me due to the questionnaire 
completions.
C/zgM^  2 -  7
In my mind the measures certainly seemed to stifle conversation. 1 was aware 
of the need to complete them so apologetically kept returning to the items. 
C/zg»r 2 -  .yg.y.yfOM 2
Challenging for me in terms of the research process controlling the expression 
of my curiosity. I’m left wondering if the process will become one of 
engagement rather than therapy.
C/fgM^  2 -  2
If 1 was doing this work clinically 1 would also be aware of the need to work 
with the shame issues -  will the protocol create sufficient opportunity to do 
that?
C/zg»r 2 -  j^ gj.9Z0M d
Challenging for me in that the usual client had flow to an initial meeting was 
disrupted by the research process.
C/fgzir 2 -  .yg.yjzoM 7
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The abandonment of measures facilitated more natural flow to conversation. 
Enabled the giving of more details about the voices. [...] Dropping the 
measures enabled me to listen and for the story to be told in a more natural 
manner.
2 -  J
The least challenging session, certainly for me and ? client. This was 
facilitated by deviating from the protocol. Can’t do this too often.
C/fgMf 2  -  2
Unable to stick with protocol but felt important to allow client to ventilate 
recent stress.
C/fgM/ j  -  7
Conceptually well engaged for the first time. This was ? facilitated by doing 
questionnaires at end of the session.
Client 2 -  session 4
Assessment prompted guided discovery about experience of the voice; going 
through the VAY accessed perceptions of change in the voice due to sleep and 
loss and physical illness [...] it started discussion.
Client 2 -  session 2
[...] becomes a reality that this is an untried therapy which requires risk taking 
in relating differently to a frightening, oppressive experience [...] strong 
thoughts that I might make things worse because of inexperience or because 
approach doesn’t work.
Client 3 -session 1
Client has a pre-existing relationship with the voice and already enters into 
conversation with him although she does not find this alleviates any distress.
In think perhaps the sense for both of us that nothing is likely to change for her 
in a hurry and even, that this process makes things more difficult for her in the 
short term.
Client 4 -  session 4
Watch for yawning -  when does it occur? After the session client expressed a 
preference for elongating the times between sessions -  indication of what? 
Disengaging? Therapy not achieving what she wants?
Client 5 -  session 7
Remains challenging for me to feel behind protocol schedule and wonder 
whether we can achieve anything if client feels pressurised to be there.
Client 4 -  session 9
[...] own ambivalence about continuing sessions due to own circumstances.
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I found the session difficult loosing a child. 
Client 6 -  session 7
Wider Influences
[...] client identified relationships/family dynamics that impact on her distress 
and voice hearing i.e. teenage son’s uncontrollable behaviour and perception 
of husband undermining her attempts to discipline their son.
C/fgM/ 4 -  .ygjjzoM j
Cultural expectation that women should do as they are told: brother dominant 
and aggressive. Voice the same.
C/zezzr J  -  .ygj^ .yzozz 2
Difficult session. Client appeared really tired (Hangover from substance 
use?)...
Client 1 -  session 6
Really chaotic day. Had to deal with unwelcome guest. Client still keen to 
meet -  but far from ideal context. Also had troubles with dealer last night. Last 
couple of weeks feel like they’ve been difficult re life in general.
Client 2 -  session 14
A back on track session following client’s revelation that they were stoned last 
session.
C/zezzr 7 -  jgjjzozz
Well engaged. Facilitated by not being under influences of substances.
Client I -  session 8
Possibilities for working on assertiveness in relation to social others -  but need 
to be aware of vulnerabilities in this respect e.g. domestic violence.
C/zgzzf 7 -  .ygj.yzoM 7
[...] looking at assertion and why client holds the beliefs she does about self 
sacrifice. These she easily related to Catholic upbringing and schooling by 
nuns -  responsibility for very disabled others with the exception of success 
explicitly and bad outcomes (punishment, guilt, failure and eventually 
domination) if you have failed in this.
C/zgzzr j  -  jg.yjzoM 7
[...] accommodation problems; M feels taken advantage of by family she is 
temporarily living with in the way she feels powerless in voice relationship 
[...] Session therefore focussed on [...] how she could assert herself in the 
relationship with the voice in difficult surroundings which were not in her 
control.
C/zezzr j  -  .yg.yj^ zoM 70
Addressed problem with care co-ordinator [ ...] !  hope this conveys that she is 
being taken seriously and feels helpful for her.
C/zgzzr 4 -  jgj^zpzzj
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Morning session not ideal - ? sedation due to the meds.
C/fg»/ 2 -  2
Still admitted to the ward and has started ECT 
C/ze»/ d -  70
Quite a difficult session due to London bombings and client feeling he may be 
responsible.
C/zg»r 2 -  .yg.yjzoM J
Session slightly affected by bad news re: physical health (ongoing lung 
problems)...
C/zg»r 2 -  .yg.y.yzozz 7
She found it quite difficult to stay focussed in the session topics but a large 
part of this was being distracted by some pain and she was recovering from 
shingles (in her eye).
Client 3 -  session 2
M rather distracted as her mother is ill.
Client 3 -  session 12
Possibly a consequence of poor memory for the voice’s utterances...
C/zgzz/ 7 -  jgj.yzozz 7
Setting also facilitative -  client described feeling safe in the family home 
(venue of session) and able to talk about the voice freely.
Client 3 -  session 1
[...] had sought the advice of others who had encouraged her to give it a 
try/chance to work.
C/zgzzf 7^ -  .ygjJzoM 2
[...] expressed preference for different room and chair we’d used on another 
week [...] Other chair higher/more supportive, room bigger and more 
spacious, cooler, lighter and more isolated/private.
C/zezz/ J  -  jg.y.yzozz J
Elements of the therapy protocol
The value of talking________________________________________________
Reports that she enjoys space to talk about voices as other people (friends and 
family) do not permit this.
C/zezzf 7 -  jgjjzozz 2
[...] speaking about the voices increases her anxiety level and concerns about 
how the voice will respond to the session.
C/zgZZt 4 -  Jgj^ j^ ZOZZ
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[...] wonder how she’s feeling about/perceiving the therapy -  just an 
opportunity to talk about her troubles?
C/zgzzt J  -  7
Socialisation to the model
Relational nature of experience seems intuitive. [...] Explicit connections 
between social and voice relating already made.
Client 1 -  session 1.
[...] link with past experience, voice and current relationships has partially 
been made by client herself...
C/zezzt j  -  j
Continued awareness of relational factors as a source of distress clear in both 
social and ‘voice’ relationship.
Client 3 -  session 7
Reinforced awareness of relational factors by drawing similarities between 
response to husband in argument and response to voice.
Client already linking troublesome relationship with brother to voice hearing 
experience.
C/zgZZ/ J  -  7
Continue to explicate links between social and voice relating. Also 
maintaining a profile for need to work on aspects of some relationships to 
facilitate access to others, possibly more valued relationships.
C/zgzzf 7 -  j^gjjzozz 4
Explicit connections made between changing behaviour of voices and their 
more enlightened understanding of previous social relating difficulties.
Client 2 -  session 8
Well engaged to extent of offering connections between past social relating 
and current voice relating.
C/zgzz7 2 -  jgjjzozz
[...] once the links were made between the theory and experience they 
appeared to make some sense to the service user, and the concept that how you 
(rather than the voice) chose to relate with the voice could have in turn an 
impact on the voice’s response particularly prompted hope as it was a week in 
which the voice’s usual pattern had been different.
C/zgzz7 2 -  jgj^ j^ zozz 2
Engagement possibly facilitated by last 2 sessions when we seemed to make a 
connection around relational thinking.
C/zgzzr 2 -  .ygj.yzozz P
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The client is fully able to take in concepts such as models and formulations 
because of her past experience and because she finds them interesting so the 
session content facilitated engagement.
C/fgzz/ j  -  .ygjjzoM 2________________________________________________________
Assertiveness______________________________________________________
[...] increasing understanding of the dual nature of current relationships -  
although they offer M inclusion and a role, that this sometimes conflicts with 
her emergent recovering self but that she does not have the resources to assert 
herself as yet.
Client 2 -  session 6
Clear identification with passive response in relations both with the voice and 
others. [...] Utilised 5 areas workbook on assertiveness as basis for the 
education.
Client 4 -  session 20
“[...] I want to make my own decisions.. .1 feel good if I don’t do as he says”. 
C/fgZZ/ j  -  JgJJZOM J
Seemingly better times with the voice, trying to be assertive with partner... 
Client 1 -  session 6
Reciprocity now well established and sense of client not having to be passive 
recipient of ‘being related to’.
Client 1 -  session 10
Client V . aware of relational factors in social relationships but less able to see 
this pattern repeated in relationship with voice -  still sees self as standing up 
to voice but not standing up to friends...
Client 3 -  session 4
[...] had done some teaching which had received very good feedback and 
boosted morale (she had been assertive in managing the audience) which had 
made her feel less dominated by the voice (because the feedback is evidence 
against the voice) [...] Although M had felt more assertive and validated in 
other parts of her life this week she had still not been able to say ‘no’ and put 
self first with close/clinging friends but she recognises this as a problem... 
Client 3 -  session 8
Client made a clear link between feeling more assertive and stronger herself 
and the impact this had on the voice.
Client 3 -  session 8_________________________________________________
A c t i o n  p h a s e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
An ongoing feeling that she is waiting for some action.
C/zezz/ 7 -  j^ gj^ j^ zozz 7
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I continue to dread the action phase as this may make less sense, particularly 
as voices are calm.
Really productive session as Devil + his utterances brought into the room for 
the first time.
C/fgZZr 7 -  P________________________________________________________
Therapeutic interventions__________________________________________
‘What Q would you like to ask the devil?’ generated a full session’s 
discussion.
Client 1 -  session 4
Empty chair was used for the first time with powerful effect.
Client 2 -  session 9
Inviting the voice into the room was the catalyst to some very interesting 
conversations.
Client 2 -  session 11
Very challenging session. Using chair to stand-up to the Devil -  migraine and 
ocular crisis. How will this attack be interpreted in the longer term?
Client 1 -  session 12
Challenging for client in terms of being in the presence of the source of the 
voice -  “if she came into the room that would mean it was all real”.
C/zgzzf 2 -  P__________________________________________________
Relational similarities_______________________________________________
Beginning to think a lot about the relationship between herself and her parents 
and herself and her voices and the similarities.
C/zgzzt d  -  j^g.yjzozz 7
[...] exploring motives facilitated as did the continued use of the bully analogy 
and considering connections between the motives of an ex-girlfriend and the 
voices.
C/zezzt 2  -  .yg.y.yzoM j
[...] demonstrated how powerful a bully the voice is (and by implication ex- 
husband) could be and how even now M feels relatively threatened.
C/zezz/ 2 -  .yg.yj^ zozz 2
[...] today’s conversations highlighted the reciprocal nature of relationships 
with the good voices -  construct of the bad relationship as one way -  used 
analogy of bully.
C/zgzz7 2  -  .ygj.yzozz 4
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The analogy of the bully worked well. It identified how passive responses by 
the hearer can leave the dominance of the bully unchallenged. Also spoke of
the bully playing on weak spots and vulnerabilities...
I continue to talk about the bullying nature of the voice’s actions. Client talked 
of fighting back on occasions, leading naturally to a consideration of 
assertiveness.
C/fgzzr 2 -  d
Maintained concept of voice as a dependent toddler tyrannical in his fear of 
losing client, this continues to work well.
Client 3 -  session 7
[...] in the past have suggested that the voice is that of her step-father.
C/fgzzr 4 -  7
Feels one dominant voice might be that of her father.
C/fgzzr d -  7______________________________________________________
Relational differences_______________________________________________
Client felt it would be easier to relate differently to the voice than to brother -  
more willing to try relating to voice differently because she knows him to be 
inside/a part of her nut fearful of relating to brother differently because of his 
unpredictable violence.
C/zezzt J  -  7
Acknowledged that it may be easier to change relationship to voice in 
comparison to relationship with partner. Passivity in relation to each was 
acknowledged.
C/fgMf 7 -  J
Some evidence of the relationship with the devil changing. Less evidence in 
relation to partner.
C/fg»/ 7 -  77
[...] although still struggling to apply to the voice -  is making much more 
sense of technique with demanding friends.
Client 3 -  session 9__________________________________________________
Choice and change_________________________________________________
[...] suggesting that he may need to forgive the voice as part of a process of 
changing his behaviour to facilitate change in the voice. He suggested that the 
voice would need to change? first.
C/fgzzr 2 -  7 7
A suggestion that they may not be capable of changing -  emphasis on need for 
client to change. Yet, is there too much water under the bridge for change to 
be possible...
Client 2 -  session 15
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Left with enduring sense of client trapped in a dysfunctional way of relating 
re: voice nasty -  client lashes out in response 
C/zezzr 2 -  7P
[...] acknowledging that although it was the ‘right’ time, it would be difficult 
and would require persistence [...] feels like assessment/exploration period 
has prepared client for contemplating change actively.
Client 3 -  session 5
I feel as though I’m exerting pressure on client to make changes not sure 
whether she wants to/is ready to do this.
C/zgzzr J  -  .yg.y.yzozz 77
Ambivalent re relationship with brother and need to change it. Wants to 
improve things for sake of the children and herself but reinforces resistance to 
this when faced with altering her behaviour.
C/zgzzf j  -  6^ g.y.yzozz 20
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Appendix 6. -  Table o f  frequencies for identified sub-themes across clients 
showin2 seneral improvement on measures and those n o t
Sub-Theme Clients Showing General 
improvement on Measures 
(Q=46)
Clients Not Showing General 
improvement on Measures 
(0=59)
Client
One
(0=12)
Four
(0=16)
Five
(0=18)
Total Two
(0=20)
Three
(0=12)
Six
(0=27)
Total
Engagement - 0 11 10 21 7 0 1 8
+ 12 12 23 47 20 14 22 56
Attendance - 2 0 0 2 0 0 0 0
+ 1 0 0 1 0 0 0 0
Voice
Influences
- 8 9 5 22 6 7 5 18
+ 1 0 3 4 2 5 0 7
Social
Influences
- 0 4 6 10 4 0 0 4
+ 2 3 3 8 4 3 0 7
Personal 
Issues of the 
Client
- 0 27 4 31 10 10 46 66
+ 0 5 3 8 4 9 9 22
Therapist
Concerns
- 5 10 12 27 9 8 8 25
+ 0 1 0 1 3 1 0 4
Wider
Influences
- 9 5 15 29 12 10 10 32
+ 3 5 6 14 1 5 0 6
The Value of 
Talking
- 0 0 2 2 1 0 3 4
+ 4 0 1 5 0 0 4 4
Socialisation 
to the Model
- 2 4 3 9 6 7 1 14
+ 14 7 13 34 12 8 8 28
Assertiveness - 2 6 6 14 1 5 3 9
8 4 10 22 1 4 7 12
Action Phase - 0 0 0 0 1 0 0 1
+ 3 0 0 3 1 0 2 3
Therapeutic
Interventions
- 3 2 2 7 4 0 4 8
+ 7 11 16 34 16 21 16 53
Choice and 
Change
- 5 2 17 24 11 2 2 15
+ 5 9 12 26 4 6 17 27
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Appendix 7. -  Factors that may facilitate and hinder the therapy process as 
taken from therapists reflections.
Factors that facilitate the therapy 
process
Factors that hinder the therapy 
process
Good attendance at sessions. 
Good engagement -  with 
therapist and the therapy 
protocol.
Client values the opportunity to 
talk about their experiences. 
Client shows evidence of being 
socialised to the model.
Client’s voice/s are seen as 
having a positive impact on the 
therapy process.
Wider influences are identified 
that have a positive impact on 
the therapy process.
Examples of therapeutic 
interventions being useful.
Examples of the therapy protocol 
being useful.
Examples of the therapist having 
overcome a previous concern 
regarding their input to the 
therapy process.
• Difficulties with attendance.
• Poor engagement or over­
engagement.
• Talking about experiences is 
seen as carrying negative 
consequences.
• Client exhibits difficulties in 
understanding the model.
• Client’s voice/s are seen as 
disrupting the therapy process.
• Wider Influences are identified 
that have a negative impact on 
the therapy process.
• Examples of therapeutic 
interventions not working or 
having a negative impact on a 
client’s level of distress.
• Examples of the therapy protocol 
being unhelpful.
• Examples of the therapist having 
some concern regarding their 
input to the therapy process.
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Factors that aid the therapy process Factors that hinder the therapy 
process
Examples of the client 
understanding the principles of 
assertiveness/behaving more 
assertively.
Examples of the client being 
ready to move into the action 
phase. Examples of the action 
phase being useful.
Evidence that a client is relating 
differently in a positive way.
Examples of the client having 
difficulty in understanding the 
principles of 
assertiveness/behaving 
aggressively or passively. 
Examples of the client/therapist 
being apprehensive about 
moving into the action phase.
Evidence that the client is unable 
to change their way of relating/is 
relating differently in a negative 
way.
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Appendix 8. -  List o f  report recommendations.
Report
Recommendations
Responsibility Target
Date
1. The service should be aware that the elements Service On-
of engagement, assertiveness, and socialisation 
are key in the therapy process. As such they 
should continue to form a fundamental part of the 
therapy protocol. Positive development of these 
elements is a potential indicator of positive 
outcomes in terms of reducing clients’ distress.
therapists going
2. The service should be aware that it may be Service On-
more beneficial to employ the therapy protocol 
flexibly. An approach that is reflexive to 
individual needs but retains the principles of a
therapy protocol may be the most useful for 
clients.
therapists going
3. The service should be aware that over- Service On-
engagement may lead to disruptions in the 
therapy process. Efforts may sometimes need to
be made to re-focus work on the aims of therapy.
therapists going
4. The service should be aware that positions of Service On-
passivity, aggression and assertiveness may all 
carry both advantages and disadvantages. The use 
of these positions should be collaboratively 
negotiated with clients.
therapists going
5. The service should be aware that in socialising Service On-
clients to the relational model, it may be useful to 
identify common patterns of relating and to use 
positive relationships as a basis for change in 
difficult relationships.
therapists going
6. The service should be aware that wider Service On-
influences can have both a positive and negative 
affect on the therapy process. As such good 
communication should be established between 
the other services that a client may be engaged 
with and be mindful of their potential influence.
therapists
Wider multi­
disciplinary 
team.
going
7. The service should be aware that increased Service On-
voice activity can be framed as a useful 
experience in terms of providing material for the 
therapy process.
therapists going
8. The service should be aware that clients’ Service On-
personal issues might be a potential indicator of a 
client being unable to achieve positive outcomes 
in terms of reducing their distress. As such it may 
be useful at times to work on clients’ personal 
issues as part of the therapy protocol in order to 
form a basis for changing relationships later on.
therapists going
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9. The service should be aware that when a client feels Service On-
they have a choice in whether they wish to relate therapists going
differently, that this in itself may be an indicator of
improvement. As such therapists and the therapy
protocol should not place too much pressure on a person
to make changes in their relating patterns._______________________________
10. The service should be aware that whilst the ‘empty Service On-
chair technique’ may be challenging for clients, it may therapists going
also be one of the most useful elements. As such it
should continue to form a fundamental part of the
therapy protocol.____________________________________________________
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Appendix 9. -  Feedback received from the service followin2 presentation o f  
the results o f  the service evaluation.
Presentation to the service of preliminary analysis of the data.
The researcher presented the preliminary results of the questionnaire data to 
the service at a meeting on the 19^ January 2007. The following feedback was 
given:
• The researcher to consider submitting an article to a service user focussed 
publication - once the SRRP project is completed.
• The therapy protocol to be amended in line with the service team 
discussions. The service evaluation report to help in this process.
• The Voice Relating Interview to potentially replace the Cognitive 
Assessment of Voices questionnaire.
• The service to apply for funding for a larger (but not controlled) trial.
• The service to aim to appoint 2 therapists for a year to see approximate 12 
clients.
• The service evaluation report to be fed back to the trial clients (they have 
requested this).
• The service evaluation to help to corroborate and expand upon the work of 
Fuller (2006).
• The service evaluation to aid in the development of a therapy manual -  
based upon the approach used in the trial.
E-mail from service representative fbllowine presentation.
Hi Clark
I am writing to confirm that you have previously presented a precis of your SRRP to 
myself and the other therapists involved in the therapy trail. Your insights were very 
much appreciated and have contributed to the development of papers from the trial 
that are currently being submitted and published.
Best wishes 
X X X
X X X  
X X X  
X X X  
X X X  
T e l :  X X X
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Abstract of Qualitative Research Project
Title: No laughing matter: An exploration of the use of humour in trainee 
clinical psychologists in their professional role.
Background
There has been a long history of studies of humour in health-care settings (e.g. 
Sumner, 1990) and this interest has been driven by its potential benefits (e.g. 
Harries, 1996; Kuiper et al, 2004). Turner et a l (2005) examines the role that 
humour might play in protecting the mental health of trainee clinical 
psychologists. However research is limited as to how humour is viewed as part 
of a professional identity for mental health professionals and trainee clinical 
psychologists in particular.
Aims
This research aimed to examine the role of humour within professional 
identity for clinical psychologists at the start of their professional careers.
Method
Seven first year clinical psychology trainees took part in a semi-structured 
focus group lasting 40 minutes. Participant responses were analysed using 
Interpretative Phenomenological Analysis (Smith & Osborne, 2003).
Analysis
Most emerging themes were clustered under the super-ordinate themes of
‘humour as difficult and dangerous’ and ‘humour as a powerful and legitimate 
tool’. These two organising themes were seen as representing a dilemma, 
surrounding participants’ use of humour in their role as trainee clinical 
psychologists. Another super-ordinate theme identified was that of ‘mediating
the use of humour’ seen as an attempt to resolve the dilemma presented by the 
other two super-ordinate themes.
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Discussion
The practical and theoretical implications of the findings were discussed 
including a potential need for an evidence base in using humour as reflecting 
adherence to scientist-practitioner roles in early stages of developing 
professional identity. Limitations of the study were also discussed.
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ABSTRACT 
Objectives
There are a number of potential influences on mental health professionals’ 
developing understandings of psychotic experiences. The processes involved 
are unclear and of clinical importance. Professionals’ understandings impact 
upon their work with people in mental health services receiving support for 
their psychotic experiences. Attempts to explore how professionals develop 
understandings remain relatively absent. This study aimed to generate a 
localised, data-grounded theory of these processes.
Design
Sampling and data analysis procedures were consistent with a qualitative 
grounded theory approach within an interpretative framework.
Method
Semi-structured interviews were carried out with ten mental health 
professionals currently working with psychotic experiences. Interviews 
focussed on definitions of psychotic experiences and views and experiences of 
developing understandings of these personally and with others.
Results
The analytic approach moved towards a middle-range theory of the processes 
involved in professionals developing understandings of psychotic experiences 
personally and with clients in the therapeutic encounter. Two theoretical 
concepts were constructed: 1 .Flexibility-resistance to change; and 2.The 
location of power. These emerged from three broad categories:
1.Professionals’ personal understandings of psychotic experiences;
2.Facilitators of and constraints upon engaging clients in developing their 
understandings of psychotic experiences; and 3.Developing shared 
understandings of psychotic experiences with clients.
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Conclusions
Some findings corroborated previous literature valuing a more flexible 
approach towards understanding and working with psychotic experiences and 
empowering the client’s viewpoints. New insights were also provided into 
potential processes in developing understandings. Clinical implications and 
avenues for future research are considered.
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INTRODUCTION
This report derives from a grounded theory study conducted in 2008-2010. 
The research aimed to develop a localised theory of processes involved in 
developing understandings of psychotic experiences, based on the views of 
mental health professionals from an NHS Mental Health Trust in England.
A literature review is presented in two stages. Stage one, in the introduction, 
supports the development of the research question and its importance for
clinical practice. Stage two, in the discussion, illuminates and expands upon 
the results. Following the guidance of Charmaz (2006), the literature review 
was delayed until after analysis to help avoid importing preconceived ideas 
and encourage articulation of the researcher’s ideas.
The literature review in this section presents an overview of five potential 
influences on professional understandings of psychotic experiences. Three are 
present in the professional domain: biological, psychological, and sociological 
theories. The others are client understandings of psychotic experiences and 
service guidance. The study rationale follows the literature review.
Within this report the term ‘psychotic experiences’ is used instead of other 
terms in the literature in line with recommendations from the British 
Psychological Society (BPS: 2000). The term ‘professionals’ refers to ‘mental 
health professionals’ employed in mental health services and providing 
support to people with ‘mental health difficulties’. Individuals accessing these 
services are referred to as ‘clients’ in line with examples in the literature.
Theories of Psychotic Experiences in the Professional Domain
A range of theories are available to facilitate understandings of psychotic 
experiences within the professional domain. Each has a limited supporting 
evidence base, but no single theory satisfies the needs of all professionals in 
this field. This section aims to highlight the debate in this area, not to promote
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a certain theory. It aims to present a case that different understandings have 
implications for professional practice and are of research interest. Theories in 
the professional domain influence how individual practitioners’ understand 
and work with psychotic experiences, and the care clients receive from mental 
health services. This highlights a need to explore how individual practitioners’ 
develop understandings and utilise theories in the professional domain.
The National Institute of Mental Health in England (2003) defines ‘psychotic 
experiences’ as those with a potential to develop into a ‘psychotic’ state where 
an individual has ‘psychosis’ and is unable to distinguish between what is real 
and what is not. They are regarded to include hallucinations such as hearing 
and seeing things that are not really there and having delusions or false beliefs 
causing distress to the individual or others. Some individuals are so distressed 
by them, they seek help or come to the attention of mental health services 
because others consider their behaviour abnormal (BPS, 2000). The National 
Institute for Clinical Excellence (NICE: 2009) and Department of Health 
(DoH, 2001) indicate psychotic experiences can lead to substantial negative 
consequences for clients, their families, the health service and society. 
Psychotic experiences also carry particular risks for stigma and enforced 
support from mental health services. The overall presence of ‘psychotic 
disorder’ is considered to be 0.4% in a given year in England with a 0.5% 
prevalence o f ‘probable psychosis’ (NHS Information Centre for Health and 
Social Care: NICHSC, 2009).
For clarity, following views of participants in this study, and consistent with 
other literature, the theories below are divided into biological, psychological 
and sociological.
Biological theories 
The dominant approach to conceptualising psychotic experiences is the
diagnostic/medical framework. Theories within this approach carry significant 
influence over developing views of professionals in this field, and services for 
people with psychotic experiences.
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This approach aims to identify ‘mental illnesses’, which in principle are no 
different from other illnesses (Peyser, 2001). Thus they consist of particular 
groups of symptoms, with particular causes, courses, underlying pathologies, 
and distinct conditions, identified by trained clinicians (Geekie, 2007). 
According to this approach psychotic experiences are ‘biological’ in nature 
and linked to changes and differences in the physical body or genetic make-up.
The current operational definition of mental illnesses predominantly used is 
within the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV- 
TR) (American Psychiatric Association: APA, 2000). Here psychotic 
experiences refer to a range of symptoms varying across diagnostic categories: 
schizophrenia; schizophreniform disorder; schizoaffective disorder; delusional 
disorder; mood disorder; dementia; delirium; catatonic disorder; psychotic 
disorder. The term has slightly different meanings depending on the diagnosis 
used. In ‘schizophrenia’ it refers to hallucinations, delusions and disorganised 
speech or behaviour. Schizophrenia was the most common diagnostic term 
used by participants in this study, hence forming the main focus of the 
remainder of this section.
The DSM-IV-TR defines schizophrenia as the presence of any two from a list 
of five characteristic symptoms: delusions, hallucinations, disorganised 
speech, grossly disorganised or catatonic behaviour, and negative symptoms 
such as affective flattening, or avolition. The psychotic experiences of 
delusions and hallucinations are used to aid diagnosis and can form part or all 
of a presentation considered to constitute schizophrenia. The NICE (2009) 
suggest 1% of the population will develop schizophrenia in their lifetime.
Theoretical tenets
The aetiology of schizophrenia has been subject to intensive research. Rather 
than a single theory, a range of factors are implicated.
Genetic theories implicate inherited genetic factors, based upon studies 
showing higher rates of schizophrenia in biological relatives of those with the
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diagnosis (Joseph, 2004; Gottesman, 1991). Harrop and Trower (2003) in their 
review, note if a genetic component exists, it may be substantially smaller than 
many studies estimate.
Biochemical theories implicate chemical differences in the brain. The 
‘dopamine hypothesis’ for example, proposes schizophrenia results from too 
much dopaminergic activity based on the effects of dopamine enhancing and 
inhibiting drugs (Sadock et al, 2007). However the basic theory does not 
elaborate on whether this is due to too much release of dopamine, too many 
dopamine receptors, hypersensitive receptors, or a combination, with some 
arguing the evidence is unconvincing and variable (Read et a l, 2004).
Neurodevelopmental theories implicate subtle neurological defects acquired 
early in life and affecting brain development (Bloom, 1993). Evidence has 
accumulated from various types of studies including obstetrics, facial 
dysmorphogenesis, genetic neuroimaging, and neuropathological (Gupta & 
Kulhara, 2010). Some argue abnormalities represent purely biological factors 
beginning in childhood (Pantelis et a l, 2003). Yet Read et a l (2001; 2005) 
advocate a ‘traumagenic neurodevelopmental model’, with traumatic events in 
childhood contributing to brain development, as many abnormalities found in 
schizophrenia are also found in individuals who experienced child abuse.
Gupta and Kulhara (2010) describe how neurodegenerative theories indicate 
schizophrenia involves a chronic downhill course typical of other 
neurodegenerative disorders. Various studies including neuroimaging, 
cognitive functioning, and postmortem brain histopathology provide some 
support. However Gupta and Kulhara note clinical findings show considerable 
heterogeneity, raising doubt around the theory.
Illicit substance use is indicated as a causal factor in psychotic experiences, 
‘triggering’ an underlying predisposition or ‘vulnerability’ such as a 
neurodevelopmental defect (Geekie, 2007). Thirthalli & Benegal (2006) in 
their review concluded there was strong evidence abuse of substances was
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associated with greater risk of psychotic experiences, and preliminary 
evidence for a causative role. Others argue causation cannot be determined
from existing evidence even if such a link exists (McLaren et al, 2009).
Interventions
As with other models of illness, biological theories are associated with 
biological treatment recommendations such as use of medication.
Professionals influenced by these theories may be more likely to promote the 
use of medication in response to psychotic experiences. In fact medication use 
is sometimes used to argue the validity of biological theories (Lepage et a l , 
2010). This demonstrates a link between professionals’ understandings of 
psychotic experiences and clinical practice. Whilst there are proponents for 
(e.g. Zipursky, 2002; Ascher-Svanum et a l, 2006) and against (e.g. Addington 
& Haarmans, 2006; Coldham et a l, 2002; Wirshing et a l, 2003; Addington et 
a l, 2003; Ross & Read, 2004) the use and efficacy of medication; national 
service guidance promotes (NICE, 2009) and professionals implement its 
usage, based on the understandings above.
Support and challenges 
The summary of biological theories above is not exhaustive. Their
commonality is they aim to explain psychotic experiences within a framework 
of biological pathology. This has received support from governmental 
agencies such as the USA National Institute of Mental Health (2009) which 
regards schizophrenia as ‘a chronic, severe, and disabling brain disease’
(pp.3), describes predominantly biological causes, and prioritises the use of 
antipsychotic medication in its treatment. Psychosocial interventions might be 
used once people are stabilised on medication, to help clients ‘keep taking 
their medication’ (pp. 14), rather than being beneficial in their own right.
Szasz (2000), a professor emeritus of psychiatry, argues there are no mental
diseases, and diagnoses are social rather than biological constructions, with no 
empirical evidence to validate biological theories (see also Anckarsater, 2010;
Michael, 2009; Raij et al, 2009; Boyle, 2007). Yet authors such as Andreasen
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(1997) argue mental illnesses are diseases of the mind ‘arising’ from the brain 
and limited ‘empirical evidence’ is not problematic. In the absence of 
‘biological diagnostic markers’, ‘objective, criterion-based, assessment 
techniques that produce reliable and precise diagnoses’ are used looking for 
‘convergence of signs, symptoms, outcome, and patterns of familial 
aggregation’ (p. 1586). Others argue this is insufficient, inappropriate, and akin 
to ‘making do’ (Anckarsater, 2010).
The concept of schizophrenia has received particular criticism. Read (2004a) 
argues schizophrenia does not meet accepted scientific requirements for 
reliability or validity. Whaley (2001) found no statistically significant 
relationship between clinical diagnoses of schizophrenia and diagnosis based 
on either of two diagnostic processes. Read (2004a) also argues within the 
DSM-IV-TR there are 15 ways two people can meet criteria for diagnosis and 
have nothing in common. Thus it is a disjunctive category and scientifically 
meaningless. Bentall (2004; 2006) argues the concept should be abandoned, 
advocating a ‘new paradigm’ approach of looking at psychotic symptoms 
without sustaining the notion of underlying syndromes or diseases. 
Alternatively Clafferty et al. (2000) argues people should receive diagnoses 
such as schizophrenia based on the clinical recommendations of consultant 
psychiatrists. Otherwise clients are alarmed and prevented from accessing 
benefits, housing and voluntary organisations. Yet psychiatrists such as 
McGorry (1994; 1995) argue categorising psychotic experiences has 
obstructed progress in developing understandings. He suggests using the more 
general term ‘psychosis’ rather than ‘schizophrenia’. Some suggest categorical 
approaches and labelling people as, for example, ‘schizophrenics’, might also 
increase stigma towards people with these experiences, leading to low self­
esteem (Link et a l, 2001; Sayce, 2000; Rüsch et a l, 2010).
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Summary
It is unclear how biological theories to understanding psychotic experiences 
might facilitate or impede professionals in developing understandings of these, 
influence clinical practice, effect stigma, or how this compares to the influence 
of alternative approaches.
Psychological theories
An alternative approach to conceptualising psychotic experiences is the strand 
of theories primarily implicating psychological processes. Rather than drawing 
from a pathological framework, they are understood within normal human 
processes such as on a spectrum of significance and intensity (Bentall, 2006). 
Evidence indicates psychotic experiences are more common than previously 
thought in non-clinical populations and do not necessarily lead to distress or 
entering mental health services (Bak et a l, 2003; BPS, 2000). The NICHSC 
(2009) indicates only 81% of people with probable psychosis and 65% of 
people with psychotic disorder are receiving some form of treatment.
The BPS (2000) recommends using the terms ‘psychotic experiences’ and 
‘psychosis’ rather than diagnostic terms such as schizophrenia as they are less 
pejorative and can be used to cover a whole range of experiences. This partly 
aims to manage stigma towards people with these experiences. However some 
criticisms towards the term schizophrenia might be equally applicable to 
psychosis. It too has dubious scientific credentials, derives from an historical 
period of pessimism regarding possibilities of recovery, and has generally 
negative connotations and associations (Geekie, 2007).
A range of factors are implicated within the psychological discipline. What 
follows is an overview of two mainstream approaches to understanding and 
treating psychotic experiences: cognitive-behavioural and narrative.
Cognitive-behavioural approaches
These theories are divided into the experiences of hallucinations and delusions 
following the approach taken by their proponents.
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Hallucinations
Many authors in this field suggest it is not hallucinations themselves, but how 
people interpret them determines the presence and extent of distress (e.g. 
Chadwick & Birchwood, 1994; Birchwood & Chadwick, 1997; Chadwick et 
al, 1996; Bentall, 2003). An important appraisal concerns the source of 
experiences, mistaking internally for externally generated experiences. Garrett 
and Silva (2003) found clients’ ‘source-monitoring skill’ in judging whether 
something is a ‘real entity’ or not, was a key factor in the experiencing and 
course of hallucinations. Some were better and others worse at distinguishing 
internal ‘voices’ and external ‘real’ speakers. However more recent reviews 
highlight inconsistencies in the findings where clinical and non-clinical 
participants make similar biases, hallucinations are not necessarily linked to 
distress or dependent on attributions, and other factors such as affect are 
implicated (Laroi & Woodward, 2007).
Romme and Escher (e.g. 1989; 1993; 1996) highlight the importance of 
interpretation in clients who hear voices that others do not, with some viewing 
this as a positive and understandable aspect of their ‘internal selves’. 
Appraising voices positively (e.g. as a ‘spirit guide’) generally led to less 
reported distress than negative appraisals (e.g. as an ‘evil presence’). 
Chadwick and Birchwood (1994) similarly found reducing client beliefs 
around the omnipotence and omniscience of voices increased adaptive 
behaviour, and reduced voice activity and distress.
Delusions
There is some debate as to the processes involved in clients developing 
delusions. With regards to paranoid delusions, for example, some suggest how 
people attribute positive and negative events to themselves, others or 
circumstances, plays a large part by determining whether discrepancies 
develop between how individuals see themselves and how individuals think 
others see them. Some evidence indicates people with ‘paranoid delusions’ 
generally make excessively internal attributions for positive events (crediting 
themselves if something goes right) and external attributions for negative
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events (blaming others or circumstances if something goes wrong) (e.g.
Kinderman & Bentall, 1997; Haddock & Slade 1997; Bentall & Kinderman, 
2000; Kinderman et al, 2003). Others argue findings are inconsistent and the 
theory does not provide a definitive explanation (Morrison et a l, 2004; 
Humphreys & Barrowclough, 2006). Freeman and colleagues suggest a single 
factor is unlikely to account for delusions, arguing a multi-factorial account is 
more useful, emphasising clients’ pre-existing emotions such as anxiety 
(Freeman & Garety, 2006; Freeman et al, 2002; Chadwick et al, 2005).
Interventions
The clinical implication of cognitive-behavioural as with other psychological 
approaches to psychotic experiences is they promote talking therapies as an 
intervention. Evidence indicates it is useful to support clients in developing 
understandings of psychotic experiences and coping strategies, using 
‘cognitive-behavioural therapy’ (CBT) focussing on clients’ thoughts and 
behaviours in relation to their experiences (Chadwick & Birchwood, 1994; 
Birchwood & Chadwick, 1997; Chadwick et al, 1996; McGowan et al, 2005; 
Haddock et al, 1998; Zimmerman et a l, 2005). Romme and Escher (1989; 
1993; 2000) found supporting people in developing understandings around 
their voice hearing, reduced feelings of anxiety and isolation. The Hearing 
Voices Network (2009) developed in the UK alongside the work of Romme 
and Escher. It also advocates listening to people talk about their experiences, 
supporting them in developing their understandings, and helping them to learn 
from and develop their understandings in their own way.
Narrative approaches
The narrative approach (e.g. White & Epston, 1990; White 1991) indicates 
peoples’ experiences are ‘storied’ and this determines how they are understood 
and their personal impact. The therapeutic emphasis is on exploring clients’ 
‘stories’ and whether these are helpful or unhelpful accounts for them. The 
notion of a single ‘truth’ is questioned, allowing for the existence of multiple 
‘truths’. When clients become caught in one story around psychotic
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experiences, the therapist aims to create choice amongst a multiplicity of 
stories (Holma & Aaltonen, 1997).
This approach considers why certain stories dominate and hold more power 
over others. Froman (1998) suggests those with power use language to 
construct a reality best meeting their needs, deciding which aspects will be 
named and how. Lakoff (1995) refers to ‘interpretative control’ or maintaining 
power over the interpretation of events leading to ‘interpretation of the less 
powerful by the more powerful’ (pp.29). Within the relationship between 
professional and client, this power balance is significantly in favour of the 
professional, who might imply only they have access to the ‘truth’, making it 
difficult for clients to challenge this assumption (White, 1987).
Rather than imposing interpretative frameworks, such as diagnoses, onto 
clients’ experiences, the aim is to highlight clients as ‘authors’ of their own 
experiences helping them decide what experiences mean to them in a way that 
reflects their interests. This reflects debate between use of psychiatric 
diagnosis vs. psychological formulation where diagnosis is seen to reduce 
phenomena to a core condition and formulation is based on narrative accounts 
(Margison, 2001). Lysaker and colleagues (Lysaker gr a/., 2005; Lysaker & 
Lysaker, 2002) indicate this may be difficult at times, with clients with 
psychotic experiences experiencing a profound diminishment or virtual 
collapse in their ability to converse and construct meaning with and about 
oneself. This does not indicate the ability has been lost, but rediscovering it is 
important for recovery. The clinical implication is professionals should help 
people achieve mastery in constructing and negotiating meanings, with 
evidence indicating narrative change can occur with regards to psychotic 
experiences (Roe et al, 2006; France & Uhlin, 2006).
Summary
The above highlights a variety of ways in which the psychological discipline
has attempted to facilitate understandings of psychotic experiences. Laroi & 
Woodward (2007) suggest psychotic experiences such as hallucinations and
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delusions are complex and potentially overlapping phenomena, requiring the 
consideration of a multi-dimensional framework. Perhaps what unites the 
psychological discipline is its aim to develop holistic understandings in 
comparison to medical frameworks aiming to identify discrete categories.
Professionals, whose developing understandings of psychotic experiences are 
influenced by psychological theories, may promote the use of talking therapy 
and normalisation of the experiences, consider clients’ first-person accounts, 
and aim to create more equal power relationships between client and 
professional. Thus there is a link identified between professional 
understandings and professional practice. However the nature of influences 
and processes involved, remains unknown and of research interest.
Psychological theories might also consider the role of sociological factors in 
psychotic experiences which are explored in more detail below. 
Psychodynamic/psychoanalytic approaches, for example, consider the context 
of the lives and early development of clients as being important factors (e.g. 
Silver et al, 2004; Klein, 1946; Symington, 2006; Gottdiener, 2004).
Sociological theories
Another approach to conceptualising psychotic experiences are theories 
largely taking into account the impact of life experiences and environmental 
context. These may also influence individual practitioners’ developing 
understandings of psychotic experiences and clinical practice.
Environmental context and life events
One example where environmental context is regarded to influence psychotic 
experiences is that implicating ‘expressed emotion’ including hostility, 
criticism and emotional over-involvement, as well as certain communication 
styles, to increases in the symptoms associated with schizophrenia (Goldstein 
et al. 1994). This highlights the family context and relationships with family 
members as important factors.
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specific life events have been implicated in psychotic experiences. Growing 
evidence indicates people experiencing these are more likely than the general 
adult population to have experienced child abuse (Janssen et a l, 2004; Read, 
1997; Read et a l, 2004b; Manning & Stickley, 2009) or early trauma, possibly 
due to diminished coping responses (Bak et a l, 2005). Spataro et a l (2004) 
indicate their own results do not support an association, highlighting 
inconsistencies in the literature. However larger scale and more recent 
research, indicates a convincing positive relationship (Bebbington et al, 2004; 
Freeman & Fowler, 2009).
Labelling theories
Littlewood (1991) argues once a client is diagnosed, through social power, the 
diagnostic ‘label’ becomes self-fulfilling. This proposes a strong link between 
certain professional understandings of psychotic experiences, how these are 
communicated, and how people with these experiences come to understand 
themselves. Turner (1995) suggests in this way health systems create or 
amplify illness in society.
Rosenhan’s (1973) study highlighted the impact of labelling processes where 
‘pseudopatients’ falsely reported having a psychotic experience were labelled 
as ‘schizophrenic’. They found it difficult to lose the label despite presenting 
no further symptoms. Slater (2004) recently replicated this study with similar 
findings. White and Epston (1990; White, 1991) and Fitzpatrick (1984) 
suggest understandings of experience are limited by available explanations and 
framed by dominant cultural knowledges. Where the medical-model has a 
powerful voice, it can exert influence over understandings that are adopted. 
This might link to self-stigmatisation, whereby clients’ internalise negative 
stereotypes. Wahl (2003) reported as many as 95% of clients diagnosed with 
mental illness had internalised stigmatising media representations causing 
significant damage to their self-esteem. Thus certain professional 
understandings of psychotic experiences might negatively impact on people 
accessing mental health services.
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Stress-vulnerability theories
Nuechtcrlein and Dawson (1984) suggest certain client characteristics serve as 
‘vulnerability’ factors and environmental ‘stressors’ precipitate psychotic 
periods in such ‘vulnerable’ clients. Potential vulnerabilities include pre­
existing and stable characteristics, genetic and non-genetic in nature. More 
transient stressors in the environment then act as triggers for psychotic 
experiences. A possible limitation in the theory, which also explains the 
relative consensus it has achieved, is a tautology in its argument: only those 
who can have psychotic experiences will, and only when this propensity is 
realised. This perhaps applies to all human behaviours (Geekie, 2007).
Interventions
Davies and Burdett (2004) suggest prevention initiatives addressing 
underlying sociological factors will have a longer-term impact on psychotic 
experiences. Chamberlain (2004) notes generally mental health services for 
‘long-term’ clients, focus on maintenance and medication, rather than 
emotional support, education and independence. Thus clients end up leading 
emotionally impoverished lives. Perhaps this adds impetus for preventative 
strategies and employing sociological interventions to change the 
environments and life circumstances of people in these contexts.
Summary
Perhaps the unique contribution sociological theories provide is the clinical 
implication it may be important to respond to psychotic experiences by 
intervening beyond the client level. Examination of family and social contexts, 
professional systems of care, and preventative as well as responsive strategies 
is advocated. Professionals influenced by sociological theories, may promote 
understanding wider cultural influences, the role of stigma and 
impoverishment, and the use of rehabilitation and recovery approaches to care. 
Again details of how these theories influence professional understandings and 
practice, remains unknown and of research interest.
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Conclusion
Approaches to understanding psychotic experiences in the professional 
domain, presented above, are linked to different emphases on delivering 
services and support. Debate continues between different ways of 
understanding and working with psychotic experiences (Clare, 2002). This 
might impact upon how professionals from different disciplines work together 
in this field. Gerard (2010) notes this is important as mental health services are 
increasingly provided by multidisciplinary teams. Theoretical conflicts 
permeate contemporary mental health care in the UK and arise among 
professionals holding divergent theoretical orientations towards phenomena 
being treated. Gerard indicates the history of conflict might be understood as 
tension between ‘medical-modef approaches used by the dominant profession 
of psychiatry, and practitioners who use alternative approaches. Read et al. 
(2004) notes whilst some advocate using ‘bio-psycho-social’ approaches, 
incorporating each of the perspectives above, this still contains a bias towards 
biological theories. They argue it creates the illusion biological factors 
underpin the other elements through pre-existing ‘vulnerabilities’, relegates 
life events to the role of ‘triggers’, and ignores or vilifies contextual factors. 
They suggest this is less ‘integration’ and more ‘colonization’ of the 
psychological and social by the biological.
Geekie (2004) suggests ‘psychosis’ and ‘schizophrenia’ represent ‘essentially 
contested concepts’ as from the current evidence base, it is impossible to 
conclude which conceptualisations are most reliable, valid, or informative.
This is useful as it allows for flexibility around their definitions and related 
understandings. Gerard (2010) similarly highlights the need for flexibility in 
the use of different professional orientations, suggesting professional 
integration might emerge from recognising and overcoming attachments to 
deep-seated orientations, and moving towards the guidance of clients. This 
means how clients understand their psychotic experiences and believe they 
should be treated, is relevant to how professionals develop their personal 
understandings and clinical practice.
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The following section presents an overview of literature examining how 
people with psychotic experiences understand and develop their 
understandings of these, and how this might influence professional 
understandings and practice.
Client Understandings of Psychotic Experiences
Many authors indicate professionals should always be interested in clients’ 
lived views of their ‘problems’ and how these might be helped, as part of 
routine clinical practice, and in order to further the individual practitioner’s 
understandings of phenomena they work with (Dallos & Vetere, 2009). Some 
argue professional understandings must be based on clients’ subjective and 
first-hand accounts because there are few other options (Newnes, 2002).
Explanatory models and shared understandings
Research has been conducted into the ‘explanatory model’ clients develop of 
their psychotic experiences with five themes and key questions identified 
(Leventhal et a l, 1997; Home, 1997):
• Identity: what is it?
• Time-line: how long will it last?
• Consequences: how will it/has it affected me?
• Causes: what caused it?
• Controllability: can it be controlled or cured?
Clients’ conceptualisations are made up of their responses to these questions. 
Evidence indicates explanatory models of psychotic experiences might be 
culturally specific and change significantly over time (McCabe & Priebe, 
2004a; 2004b; Chakraborty et al, 2009).
Evidence indicates if conflict exists between the explanatory model of 
professional and client, elements such as treatment compliance, satisfaction, 
use of services, and treatment response are negatively impacted (Kleinman, 
1988). This implies the professional’s explanatory model should ideally match 
the client’s. Thus how a client understands their experiences might influence
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the professional’s response: they might attempt to change the client’s 
understanding so it ‘fits’ with their own, or they might change their own 
understanding so it moves closer to the client’s. The aim in each case might be 
to develop a ‘shared understanding’ where discrepancies between explanatory 
model of professional and client are reduced. The decision of whose 
understanding should change and to what degree, might vary according to 
professional discipline, the professional’s particular approach, clinical context, 
and the nature of a client’s explanation. However the potential processes 
involved are presently unknown.
Evidence indicates it can be difficult for professionals to gain ‘shared
understandings’ and clients are aware of conflicting explanations if they exist 
(Estroff et al.,1991; England, 2006; Kupper & Tschacher, 2008). Yet other 
evidence highlights a positive link between ‘shared explanatory models’, 
satisfaction with the therapeutic relationship (Callan & Littlewood 1998; 
McCabe & Priebe, 2004a; 2004b) and therapeutic outcomes (Mosher, 2004).
Commentators have warned against ‘sharing’ narrow biological
conceptualisations as these can limit constructions of new meanings, creating 
feelings of passivity and hopelessness (Bannister 1985; Adame, 2006; Casey
& Long, 2003). Thus the ‘type’ of shared understanding may be important in 
successful outcomes, with evidence indicating it should focus around clients’ 
rather than professionals’ views (Mosher, 2001). Thus the degree to which 
professional understandings of psychotic experiences are influenced by 
clients’ understandings has clinical implications. Perhaps professional 
‘insight’ into the views of their clients is as important as clients’ ‘insight’ into 
professional viewpoints.
Insight
The concept of ‘insight’ has been regarded as a view on whether or not a 
client’s understanding ‘fits’ with the professional’s. Clients whose explanation 
does not accord with the professional opinion are considered to Tack insight’ 
into their condition with the assumption they should 'gain insight’ (Beck-
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Sander, 1998). The ability to label clients as ‘insightful’ or ‘insightless’ 
provides professionals with authoritative status and power over the client view
and explanation of their experiences and treatment. David (1990) highlights 
three components of insight:
• Recognising one is ‘ill’
• Treatment compliance
• Ability to label mental events e.g. hallucinations and delusions, as 
pathological
The above assumes the professional viewpoint is superior to clients’ 
viewpoints, representing the ‘true’ or ‘expert’ interpretation. Yet Hamilton and 
Roper (2006) argue this is a fallacy as there is no ‘unitary’ professional 
opinion. Others argue the concept of insight is arrogant, crude, narrows 
understandings towards prescribed psychiatric viewpoints (Perkins &
Moodley, 1993), and is culture specific rather than universal (Markova & 
Barrios, 1992). Evidence also indicates agreeing one is ‘mentally ill’ can be 
associated with worse outcomes such as ‘engulfment’ by psychotic 
experiences, lower self-esteem (Tally, 1989), dependence upon mental health 
services (Morrison et al, 1977), more severe symptoms and reduced levels of 
functioning (Mintz et al., 2003).
Tranulis et al. (2008) argue different forms of insight can occur in the context 
of discordance or disagreement with the professional’s opinion. They suggest 
insight is based around client’s own meanings of their experiences reflecting 
culture and other social determinants. Williams (2008) conceptualises insight 
as the ‘post-diagnosis identities’ people hold which are dependent upon their 
social contexts and life experiences.
Multiple understandings
Findings indicate some clients develop ‘multifactorial’ explanations, 
combining various concepts within their own personal conceptualisation 
(Dittmann & Shuttler, 1990). Williams and Healy (2001) suggest using the 
term ‘explanatory map’ here rather than single ‘explanatory model’. Larsen 
(2004) refers to this as ‘bricolage’ or connecting and supplementing various
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systems of explanation. Others suggest different explanations and 
interventions can be complementary rather than contradictory and can be held 
simultaneously in mind (Csordas, 2002; Bhui & Bhugra, 2002; Thornhill et 
a l, 2004). What remains unclear is the degree to which clients’ strategies in 
these respects, influence professionals’ understandings and practice, and 
whether professionals employ similar strategies with regards to their personal 
understandings.
Integration and sealing-over
Some authors distinguish ‘sealing-over’ and ‘integration’ approaches to 
understanding psychotic experiences (McGlashan et a/., 1975; Levy et a/.,
1975; Geekie, 2004). Clients who ‘seal-over’ generally have fixed, negative 
views, dismissing the personal significance of their psychotic experiences. 
‘Integrators’ express interest and curiosity, generally regarding the personal 
relevance of their experiences as being worthy of exploration. These strategies 
may appear on a continuum with clients using either approach at different 
points or combining strategies with one style being more pronounced (Tait et 
a/., 2004). Studies support the relevance of the concepts, highlighting links 
between ‘integrative’ strategies and better mental health outcomes such as less 
depression and distress, and increased levels of functioning (Birchwood et al, 
2000a; 2000b; Thompson et a l, 2003). Thompson et a l (2003) highlight their 
practical utility, noting as they are not stable traits, clinicians can challenge 
clients, encouraging more integration when appropriate, or recognising when 
sealing-over serves an important defensive function.
Professionals might also adopt sealing-over or integrative approaches, 
influencing how they understand psychotic experiences, and work with clients. 
Client and professional might also adopt different strategies. The implications 
of this are unknown and of potential importance.
The recovery approach
The way in which clients’ understandings of their psychotic experiences might 
influence professionals’ understandings and clinical practice, can be seen in
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the growth of recovery approaches in mental health. First-person accounts of 
recovery from severe mental health difficulties demonstrated that recovery 
was possible and provided movement for changing views of schizophrenia and 
psychosis in the professional domain, as chronic deteriorating disorders, 
towards increased optimism around long-term outcomes and possibilities for 
meaningful recovery (Davis et a l, 2007; Roberts & Woolfson, 2004). It also 
stimulated development of recovery-oriented services with a growth in early 
intervention strategies, aiming to reduce the duration of untreated psychosis, 
based on the discovery of a critical three-year period (Birchwood & Fiorillo, 
2000).
Recovery approaches potentially provide an ongoing influence to how 
professionals are expected to develop their understandings of psychotic 
experiences and work with clients. They advocate using (Bosanac et a l, 2010; 
The Royal College of Psychiatrists, 2009; CSIP et a l, 2007; Sowers, 2005; 
Chadwick, 2006; McGowan et al, 2005; Frese et a l 2001):
Flexible, non-stigmatising models of care 
Focussing on personal recovery and relapse prevention 
Psychosocial interventions 
Judicious use of medication 
Collaboration between professional and client 
Self-directed care
Choice and control for clients, utilising the evidence base 
First-person accounts to develop professionals own understandings 
More equal power relationships
Whilst recovery approaches have received much support, Peyser (2001) argues 
they lack therapeutic usefulness, might interfere with professional 
interventions, and move too far from ‘paternalism’ towards ‘total freedom’. 
Peyser suggests at times professional ‘prison keepers’ are appropriate, to 
implement compulsory inpatient admission and medication, in order to 
facilitate clients’ ‘deeper freedom’ from diseases and mental illness. Others
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highlight tension between commitment to ‘recovery’ and anxiety about ‘risk’ 
(Pilgrim, 2008). Fawcett and Karban (2005) note this is because ‘risk’ has 
been regarded as synonymous with ‘dangerousness’. They suggest uncoupling 
these terms as they have different meanings: risk is about choice and uncertain 
outcomes, danger refers to a specific state such as violence or self-harm. The 
BPS (2000) reports most people with psychotic experiences or schizophrenia, 
are not dangerous, carrying minimal risk. Shepherd er a/. (2008) indicates 
risks representing danger need to be minimised, but other risks people have a 
right to experience. Professionals should not contradict their ‘duty of care’, but 
encourage ethical and therapeutically beneficial risk taking (McGrath &
Jarrett, 2004).
Whilst the recovery approach should perhaps influence professional 
understandings and practice, this influence may be lacking (Ng et a l, in 
press). The nature of this influence is currently unknown and of importance to 
this study.
Conclusion
This section has highlighted how in addition to theories in the professional 
domain, the ways in which clients understand their psychotic experiences can 
influence individual practitioners’ developing understandings and 
interventions. The nature of this influence and the processes involved are 
unclear and of research importance.
The following section provides an overview of another potential influence on 
professionals’ understandings of psychotic experiences and clinical practice: 
service guidance. This partly reflects some on the views described above.
Service Guidance
National service guidance exists, reaching across professional disciplines and 
approaches, on how professionals should understand and treat psychotic 
experiences. This might represent a significant influencing drive.
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The NICE (2009) guidelines on schizophrenia, suggest clients who have 
experienced psychosis can face professional ignorance, prejudice, 
stigmatisation and discrimination which impacts negatively on their care and 
‘working alliances’. Clients often feel their accounts are given little credence, 
and are rarely given opportunities to contribute to an understanding of their 
experiences. Thus professionals’ understandings of and ways of working with 
schizophrenia, can lead to negative consequences for clients under their care. 
The guidelines state professionals must engage clients in collaborative, 
trusting and caring working relationships at the earliest opportunity, with 
clients’ experiences and views being taken seriously. Professionals should also 
gain meaningful and properly informed consent, taking into account clients’ 
needs and preferences, before treatment begins. The National Service 
Framework (NSF) for mental health (DoH, 1999; Appleby, 2004) and BPS 
(2000) echo these sentiments stating professionals must respect clients’ 
understandings, acknowledging them as experts on their psychotic 
experiences. However evidence indicates this may not always be the case with 
incongruence existing between guidance and service delivery (e.g. Rethink, 
2008; Bhui & Bhugra, 2002).
Spandler and Calton (2009) suggest the shift indicated above links to human 
rights issues and attempts to improve the application of these in mental health 
care. Yet they note there are conflicts in polices in the UK in this respect as 
shown, for example, in the way the revised Mental Health Act ‘trumps’ the 
Human Rights Act. They argue, in order to advance human rights approaches, 
reigning orthodoxies inherent within policy and practice must be explicitly 
challenged, allowing alternatives to become available. Support for this 
advancement can be seen in the views of commentators who have themselves 
received mental health diagnoses (e.g. Bassman, 2005). Lewis (2009) suggests 
advances have begun to take place on national and international levels. The 
World Health Organisation has launched an appeal drawing attention to the 
impact of human rights violations in mental heath (2007; Dhanda & Narayan,
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2007; Horton, 2007). Concerns over service provision in the UK are also 
increasingly framed using human rights terms (DoH, 2007).
Conclusion
A growing body of guidance advocates for professionals to actively and 
routinely seek clients’ first-person accounts of their experiences and views 
around treatment options, recognising their expertise in these respects.
The intention of these guidelines is they will be followed by professionals 
working in this field, thus influencing their understandings and practice. The 
nature of their influence is an avenue of research interest and importance.
Study Rationale
The sections above highlight five potential influences on individual 
practitioners’ understandings of psychotic experiences in the current literature: 
biological, psychological and sociological theories in the professional domain, 
client understandings, and service guidance. In doing so, they have helped to 
funnel towards the rationale and social utility of exploring professionals’ 
perspectives on developing understandings of psychotic experiences.
Mental health professionals are entrusted to provide support for clients with 
psychotic experiences. The meanings and understandings professionals attach 
to psychotic experiences will influence their treatment approach. This provides 
support for an ‘interpretive’ approach towards investigating this area of study, 
focussing on the interpretation and meaning of psychotic experiences as 
developed by professionals. This would involve looking at processes involved 
in professionals developing their understandings and consequently practice 
(Bruner, 1990). If a professional’s behaviour or practice changes, it is partly 
because the meaning they attach to the situation is changing. If professionals’ 
practice differs from each other this may be because they are seeing things in 
different ways. We cannot therefore understand professionals and their 
practice unless we understand the meanings they attribute to situations and 
phenomena they encounter (Mischel, 1977; Apter, 2003).
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Whilst client and professional represent two important stakeholders in the 
therapeutic encounter, focussing on the professional is still relatively rare in 
psychological health-related research (Smith et a l, 1999). Yet within the area 
of psychotic experiences it is perhaps of even more importance as it is likely 
many of these appear bizarre and unlike professionals’ own personal 
experiences. How they do this is unclear and of research importance.
Whilst in developing understandings of psychotic experiences, professionals 
are likely to be influenced by perspectives in the professional domain, client 
views, and service guidance, the processes involved are unclear. It is also 
unclear how professionals work with different approaches to understanding 
psychotic experiences within multidisciplinary NHS mental health services. In 
addition professionals may not only develop their understandings in isolation 
but with other professionals and with their clients. Again more information is 
required around these processes.
Research is required exploring the ways in which professionals understand and 
develop understandings of psychotic experiences. It seems with regard to 
psychotic experiences, the elements and processes involved, have not been 
explicitly studied, from the viewpoint of the professional. This informed the 
study aims.
Study aims
The broad study aim was to develop some preliminary theory about the 
processes involved in how mental health professionals’ develop their 
understandings of psychotic experiences and how this impacts on elements of 
practice. This would include exploration into how professionals develop their 
personal understandings, perceive their own accounts to be different to that of 
others, and develop understandings of psychotic experiences with clients.
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METHOD
Methodology
Rationale for qualitative methodology
The study aimed to move towards developing a middle-range theory of the 
processes involved in mental health professionals’ developing understandings 
of psychotic experiences. Professional understandings impact upon their work 
with people with these experiences and the processes involved in their 
development were unclear.
A qualitative approach was more appropriate as there was an insufficient level 
of theory or previous research in the subject area. Thus the study adopted an 
exploratory, discovery-oriented approach. Qualitative methods recognise 
knowledge and experience of the world cannot consist of an objective 
appraisal of some external reality, but is profoundly shaped by our subjective 
and cultural perspective, conversations, and activities (Yardley, 2000). Thus 
‘truth’, ‘knowledge’ and ‘reality’ are created communally and through 
negotiation of meaning (Yardley, 2000).
Rationale for a Grounded Theory approach within an interpretative 
framework
Grounded theory was the methodology chosen for this study. It is appropriate
where: 1.Relatively little is known about the topic; 2.There are no ‘grand’ 
theories to explain the constructs or behaviours under investigation; 3.The 
researcher is interested in eliciting participants’ understandings, perceptions 
and experiences; 4.The research aims to develop new theories (Payne, 2007). 
This study attempted to address a gap in existing research around the 
processes involved in professionals developing understandings of psychotic 
experiences.
Grounded theory was selected over IP A (e.g. Smith 1997) because the study 
aimed to use theoretical sampling and recruit a diverse sample, rather than
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recruiting from an identified, purposive sample (Willig, 2008). The aim was to 
explore the work of the mental health professional in response to psychotic 
experiences, rather than to gain a better understanding of the quality and 
texture of these (Willig, 2008). As Charmaz (2006) notes, an emphasis of 
grounded theory is creating analyses of action and process. Its potential 
strength lies in its analytic power to theorise how meanings, actions and social 
structures are constructed. This fitted with the study aims.
Grounded theory was chosen over discursive methods such as Discourse 
Analysis (Potter & Wetherell, 1987) as these explore how meaning and reality 
is constructed socially and according to context (Willig, 2008). This is a more 
social constructionist stance than taken by the researcher. These aims and 
epistemological positioning were not consistent with those of this study. It is 
my belief there is some relationship between what a person says and beliefs 
they hold (Smith, 1995). This is not to say the method of grounded theory used 
was not very alive to the constructed and social nature of experience (Smith & 
Osborn, 2003) which informed the particular grounded theory approach 
adopted. The aim was to explore participants’ understanding of the social 
processes involved in developing understandings of psychotic experiences, not 
to elicit purely my own personal reading of these understandings.
The study aimed to make connections across emergent categories and between 
categories and relevant literature, to develop new theories about the 
phenomenon under investigation (Patton, 2002). Use of grounded theory 
would employ constant comparison methods to facilitate hypothesising of 
connections between categories as they developed.
Methodological issues in grounded theory
Since the inception of grounded theory (Glaser & Strauss, 1967) different 
versions have developed (Bishop & Yardley, 2007). Charmaz (2006)
highlights differences between positive and interpretative definitions of theory. 
Positivist theories aim to treat concepts as variables, specify and explain 
relationships between concepts, systematize knowledge, verify theoretical
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relationships through hypothesis-testing and generate hypotheses for research. 
Charmaz moves away from positivism, towards interpretive theoretical aims 
such as conceptualising the studied phenomenon to understand it in abstract 
terms, articulate theoretical claims pertaining to scope, depth, power and 
relevance, to acknowledge subjectivity in theorising, and to offer imaginative 
interpretations. Charmaz argues theory assumes emergent, multiple realities, 
indeterminacy, facts and values as inextricably linked, truth as provisional, and 
social life as processual.
Charmaz (2006) also draws a distinction between objectivist and constructivist 
grounded theory indicating constructivist grounded theory is part of the 
interpretative tradition and objectivist grounded theory derives from 
positivism. Charmaz notes other grounded theory approaches may hold 
characteristics of both, but are defined by the extent to which the key 
characteristics conform to one tradition or the other. Charmaz (2006) views 
objectivist grounded theory as attending to data as real in and of themselves, 
and not attending to the processes of their production. Thus data already exist 
in the world and the researcher’s task is to discover the theory from them. 
Charmaz indicates this approach can be seen within the writing of Glaser and 
Strauss (e.g. 1967) and later in the work of Strauss and Corbin (e.g. 1990) and 
Glaser (e.g. 1978). The researcher follows a research process rather than 
creating one, promoting stricter adherence to guidelines and research steps.
In line with Cutcliffe’s (2000) recommendation researchers should use 
predominantly one method of grounded theory, the author chose to use the 
constructivist grounded theory approach of Charmaz (2006) in order to:
• Minimize risk of moving towards a narrow and reductionist middle- 
range theory, aiming to understand rather than explain.
• Explore how and perhaps why participants construct meanings and 
actions in specific situations.
• Move towards theory based in interpretation as dependent on the 
researcher’s view and reflexive stance on interpretations made.
Major Research Project
182
Objectives
The first objective was to gather rich data through interviews with a maximum 
of ten mental health professionals within NHS mental health services who 
were working with people with psychotic experiences as part of their roles.
The primary research question was: what are mental health professionals’ 
views and experiences of developing understandings of psychotic 
experiences? Consistent with the flexible exploratory approach of grounded 
theory, three broad question areas were identified for the initial interviews:
l.What are participants views and experiences of developing their personal 
understandings of psychotic experiences? 2. What are participants views of 
understandings that exist which differ from their own perspectives? 3.What are 
participants views and experiences of developing understandings of psychotic 
experiences with their clients.
Procedure
Ethical issues and approval
Ethical approval was obtained from University and local NHS Research Ethics 
Committees. Research and Development approval was gained from the Trust 
in which participants were recruited (Appendix 2). It was recognised it would 
be important to be aware that in the interview process, participants may reveal 
confidential information about their clients or details about their own and 
others professional practice. Thus it was considered essential all participants 
remained anonymous and identifying details of mental health professionals 
and other people be annonymised/removed from the transcription material 
(Richards & Schwartz, 2002). The interview process might elicit distressing 
emotional reactions in participants. Thus it would be important for the 
researcher to manage distress should it arise and leave space following 
interviews for debriefing.
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Inclusion/exclusion criteria
Consistent with grounded theory methodology, theoretical sampling strategies 
were used to select participants. Initially participants fulfilled inclusion criteria 
if they were currently spending time working therapeutically with people 
identified as having psychotic experiences in their role as mental health 
professionals. This was in line with the multi-disciplinary nature (McCabe & 
Priebe, 2004b) of the two participating teams and facilitated gaining multiple, 
diverse and rich perspectives on the same phenomenon (Smith et a l, 1999). 
The sample was dependent upon who was prepared to participate. It was 
hoped however that by employing this strategy individuals from a range of 
professional backgrounds would be recruited who could provide a relevant 
source of data (Cutliffe, 2000): all participants had knowledge and experience 
of topics being explored and were well placed to discuss issues being 
investigated and contribute to refining categories.
Following the first five interviews a more focussed theoretical sampling 
strategy was employed in order to help provide different perspectives in 
addressing the research question. The recruitment of an additional psychiatrist 
was regarded useful as previous interview participants indicated psychiatrists 
held a particular role within mental health teams, potentially different 
perspectives, and different approaches to developing understandings of 
psychotic experiences. An additional psychiatrist might also hold stronger 
medical-model viewpoints and adherence to using diagnostic methods than 
previous participants, thus potentially providing opportunities for identifying 
disconfirming instances and exploring whether categories that had developed 
could accommodate this. Recruiting a clinical psychologist and occupational 
therapist was regarded useful as these professions had not been represented in 
the data and might illuminate different theoretical or practice perspectives on 
the topic.
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Recruitment
Participants were recruited from two mental health teams within a large NHS 
mental health Trust: an Early Intervention in Psychosis Team (EIPT)\ and a 
Community Mental Health Team (CMHT) .^ These aim to address the needs of
people with mental health problems including psychotic experiences (NICE, 
2009). They offered opportunities for information richness, illumination, 
insight into the phenomenon, and represented a particular sub-group of 
society: mental health professionals working with people with psychotic 
experiences (Patton, 2002). Interviewing participants from two teams aided 
recruitment which would have been difficult if using one team.
Participants were recruited via two field supervisors, each working within one 
of the two research settings. They facilitated my attendance and presentation at 
a team meeting, on the research aims and requirements. An e-mail was then 
sent to all staff in the teams, requesting they reply if they were prepared to 
participate (Appendix 3). This included a copy of the information sheet 
(Appendix 4) and consent form (Appendix 5).
When using grounded theory, there are usually no set limits on the number of 
participants recruited (Cutcliffe, 2000). The researcher continues recruiting 
until participants appear to be saying nothing new about the concepts being 
explored and each category is saturated. A saturation sampling strategy was 
not possible given time limitations. The author aimed to recruit a maximum of 
ten mental health professionals, following the example of Fuller (2006), who 
interviewed participants on their views of a relating therapy approach for 
psychotic experiences for her doctoral research.
Participants
10 participants took part in individual interviews lasting between 49minutes 
and Ihour 35minutes. No background information sheets were used following 
NHS Ethics Committee advice they were not required and may cause
‘ For young adults experiencing their first psychotic episode (Geekie, 2007).
 ^Providing specialist mental health care to people in the community (Malone et al, 2007).
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participants to become anxious that their contribution would not be 
anonymous. In order to facilitate theoretical sampling, only details of 
participants’ professional disciplines were obtained by the researcher prior to 
interview. Two participants were psychiatrists, one was an occupational 
therapist, four were psychiatric nurses, two were social workers, and one was a 
clinical psychologist. From interview data it emerged the number of years 
working with psychotic experiences ranged from 2-35 years. Five participants 
worked in an EIPT and five in a CMHT.
Development of the semi-structured interview schedule
Intensive interviewing permits in-depth exploration of the topic by eliciting 
participant’s interpretation of their experience (Charmaz, 2006). Consistent 
with the guidance of Charmaz (2006) a semi-structured interview schedule 
was constructed around the three broad areas of questioning described earlier.
Face validity, difficulty level, structure and content of the interview schedule 
(Appendix 6) was checked through consultation with university supervisors, 
two trainee clinical psychologists, field supervisors, and a ward manager of an 
acute mental health unit.
Consistent with a grounded theory approach, each interview built in and 
developed upon the previous interview. Following the first two interviews, the 
schedule was re-examined. It was decided in consultation with university 
supervisors to alter the schedule by re-wording, re-structuring the order, and 
adding certain questions. Greater consideration of ‘funnelling’ was used, 
beginning with general questions before probing for more specific issues 
relevant to the research questions, allowing participants to give their own 
views before moving to more specific questions of concern (Smith, 1995). The 
purpose was to facilitate gaining more data answering the research questions 
and aid the flow of interviews. The second interview schedule (Appendix 7) 
was used for the remaining eight interviews.
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Theoretical sampling within the interviews
Consistent with grounded theory, ongoing analysis of interviews led to 
conceptual categories and tentative theory which influenced the questions 
asked in subsequent interviews. Part of the intention of changing the interview 
schedule after the second interview was to focus on salient codes and tentative 
categories that emerged from the data but led to incomplete ideas (Charmaz, 
2006). The aim was to bring a sharper focus to subsequent interviews 
(Wimpenny & Gass, 2000) and to gain more data on the properties of 
emerging categories. Subsequent interviews involved developing areas for 
questioning that the researcher wished to explore in more depth. This included 
aims of checking hunches about categories, distinguishing between categories, 
clarifying relationships between emerging categories, and identifying variation 
in processes (Charmaz, 2006). Potential questions were also reviewed 
following focussed coding after the fifth, eighth and ninth interviews.
Data collection
Interviews were audio-recorded and transcribed verbatim (without prosodic 
features or paralinguistic information). This involved removing/changing 
identifying information to maintain anonymity and confidentiality. Written 
consent for interview participation and audio-recording was gained 
beforehand. Interviews were conducted at participants’ work bases.
Kvale’s (1996) criteria regarding interviewer attributes were considered. The 
interviewing approach was also consistent with the guidance of Charmaz 
(2006, p.21): attend to actions and processes as well as words, record how 
these occurred, identify conditions under which these emerge or are muted, 
and focus on specific words and phrases to which participants seem to 
attribute particular meaning, finding taken for granted and hidden 
assumptions.
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Analysis
Analysis followed the guidelines outlined by Charmaz (2006) and aimed to 
construct a theoretical framework of understanding, acknowledge subjectivity 
in theorising, and offer imaginative interpretations of data.
Analysis began with interview one. See Appendix 8 for transcript one with left 
and right hand margins and focused codes. See Appendix 9-11 for lists of 
initial and subsequent focused codes and memo extracts.
• The transcript was read a number of times and notes made in left hand 
margins of anything appearing important or significant.
• An initial line-by-line coding strategy was employed which resulted in 
emerging codes being noted in the right hand margin. This helped to 
remain open to the data and to see nuances in it. Coding constituted a 
process of naming segments of data with a label that simultaneously 
categorised, summarised, and accounted for the data.
• The process of memo writing began during this stage: analysing ideas 
about codes, capturing comparisons and connections, and crystallising 
questions. Initial memos helped to raise codes to tentative categories.
• These steps were repeated with the other transcripts. Throughout this 
process previous emergent categories were kept in mind, as well as 
looking for and acknowledging new issues.
• After initial coding of interview five a strategy of focussed coding was 
employed. This involved reviewing the five interviews looking at 
larger segments of data, pinpointing and developing the salient 
categories. This approach was then employed with the following 
interviews. Focused coding aided decisions about which initial codes 
and categories made the most analytic sense to categorise data 
incisively and completely. This allowed for a process of theoretical 
interpretation.
• Advanced memo writing took place at this stage facilitating a process 
of refining, explicating and filling out conceptual categories and 
adopting certain categories as theoretical concepts.
• Earlier transcripts were reviewed in light of new emergent category
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titles and theoretical concepts. Instances from earlier transcripts were 
included in ongoing analysis.
• Memos were sorted into broad and sub-category levels and integrated 
into a conceptual framework showing the links between them, aided 
and refined through diagramming and further sorting.
• The process of analysis continued throughout the writing-up phase.
The approach taken during the process of data collection and analysis was 
consistent with the focus emphasised by Charmaz (2006, pp.20) to explore:
• What are the social and social psychological processes?
• From whose view is a given process fundamental or marginal?
• How do these emerge, how do participants actions construct them?
• Who exerts control over these processes and under what conditions?
• What meanings do different participants attribute to the process, talk 
about it, emphasize it, and leave it out?
• How and when do meanings and actions concerning the process 
change?
Theoretical coding
The initial organisation of broad and sub-categories provided some sense of 
the relationships between them but this still remained at a more descriptive 
level. Strategies consistent with axial coding and theoretical coding, as 
described by Charmaz (2006), were used to specify and make more visible the 
relationships between categories developed through focused coding, and to 
help tell a coherent analytic story moving in a theoretical direction. The aim of 
this approach is to explore ‘how the substantive codes may relate to each other 
as hypotheses to be integrated into theory’ (Glaser, 1978, pp.72). It also 
involves a process of specifying the properties and dimensions of a category 
by building a ‘dense texture of relationship around the “axis” of a category’ 
(Strauss, 1987, pp.64). This helps to sort, synthesise and organise data, 
reassembling them in new ways. Charmaz (2006) indicates a way of moving 
from description towards theory is to code for actions rather than themes and 
rather than arresting at the coding stage, raise main categories up to concepts
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by showing their relationships to other concepts and subjecting them to further 
analytic refinement. This represents a continuation of the constant comparison 
method. Certain categories are chosen to become concepts because of their 
theoretical reach, incisiveness, generic power and relation to other categories.
Initial and focused coding suggested a number of processes being described by 
mental health professionals in relation to elements involved in developing 
understandings around psychotic experiences. In making attempts to move 
beyond description and towards interpretation, the literature search was 
conducted to contextualise the data. This prompted questions of the data in 
relation to different approaches towards developing understandings around 
psychosis. This led towards the construction of two overarching constructs:
‘ flexibility-resistance to change’ and ‘the location of power’. The former may 
link to Glaser’s (1998) coding family of ‘paired opposite’ or ‘scale’ and the 
later to Charmaz (2006) identification of ‘power’ as a coding family. The aim 
then was to further specify the conditions, show conceptual relationships and 
forecast consequences (Charmaz, 2006).
Evaluation and Validity
There is a need for the study findings to be subject to credibility checks in 
order to evaluate the research process and outcomes. Charmaz’s (2006) 
evaluation criteria were used as were the broader guidelines of Elliott et al. 
(1999) and Yardley (2000). I will now summarise how this study aimed to 
meet the criteria of evaluation and validity.
Guidance from Charmaz
Charmaz (2006) highlights four main areas useful in evaluating grounded 
theory research: Credibility: do data sufficiently merit the study claims?; 
Originality: does the study challenge, extend or refine current ideas concepts
and practices?; Resonance: does the study make sense to the participants and 
people who share their circumstances; Usefulness: does the study contribute
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knowledge and offer interpretations that people can use in their every-day 
worlds. The degree to which the criteria were met is assessed in the discussion.
Owning one’s perspective
Consistent with constructivist epistemology, it was important to remain aware 
that researchers engage in a process of interpretation during analysis. Indeed 
the researcher is regarded as the instrument of analysis and interpretation. My 
background assumptions and disciplinary perspectives for example, alerted me
to look for certain possibilities and processes in the data and sensitised me to 
ask particular kinds of questions about the topic (Charmaz, 2006). I have 
written a reflective account based on my views and feelings before conducting 
interviews, after each interview, and following analysis. These are 
incorporated into a description of my position as researcher and interpretative 
stance (Appendix 1). This transparency is an important indicator of quality 
control, allowing the reader to consider how I may have influenced the 
interpretation process and results. It also highlights the possibility of 
alternative interpretations arising from different perspectives.
Literature review
The researcher held preconceptions and knowledge about the subject area 
prior to data collection. This aided the identification of current gaps in 
knowledge and helped to provide a rationale for the proposed research 
(Cutcliffe, 2000). However the decision was made not to engage in a literature 
review until after data collection and analysis in order to increase the 
likelihood that the emerging theory was grounded in the data (Cutcliffe, 2000).
Transparency of methods and data presentation
It was important to be transparent about all aspects of the methods used and 
analytic processes (see Appendix 8-11), whilst ensuring interpretations linked 
to transcript data (Yardley, 2000).
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Providing credibility checks
Several methods facilitated credibility checking of research design, analysis 
and results. It is important research is meaningful, relevant to the research 
population, and open to collaborative scrutiny (Dallos & Vetere, 2005).
Analysis was monitored through regular meetings and discussion with 
supervisors about interpretations of data. Independent audit (Dallos & Vetere, 
2005) was used to explore validity and coherence of analysis and 
interpretations. This included giving a ward manager of an acute mental health 
unit a copy of the transcripts and analysis. This individual, representing an 
independent reader with knowledge relevant to the study, cross-checked 
transcripts with my list of categories and tested whether they were able to 
follow the analysis trail (Dallos & Vetere, 2005). My analysis was described 
as coherent, as broad categories and sub-categories meaningfully linked to 
transcript accounts. This process also led to useful discussion around the 
analysis and allowed me to consider new ways of organising the data. This did 
not involve introducing new categories but instead led to the development of 
category titles and ways to present the analytic story.
Self-reflexivity (see Appendix 1) formed part of the independent audit process 
(Dallos & Vetere, 2005). In addition, Elliott et a l (1999) highlight the 
importance of grounding interpretations in examples, accomplishing general 
versus specific research tasks, and presenting results coherent and resonate 
with the reader. These issues are reflected upon further in the discussion.
Epistemological reflexivity
It was important to acknowledge the choice of research question and 
methodology, to a degree, specified information gained (Willig, 2008). These 
decisions were in line with my interests, those of the research team, and 
participating services.
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RESULTS
This section presents the grounded theory analysis conducted on participants’ 
views of developing their understandings of psychotic experiences. 
Professional understandings influence clinical practice, but the processes 
involved in their development were unclear. The aim was to understand these 
better.^
Two theoretical concepts emerged from the analytic process:
1.Taking a flexible approach to understanding and working with 
psychotic experiences, versus, taking a static approach and resisting 
changes to this approach, known as ‘flexibility-resistance to change’.
2.The location of power between different professionals, and client and 
professional in relation to explaining and intervening with psychotic 
experiences, known as: the location of power’.
The theoretical concepts emerged from each of the three broad categories 
constructed:
1.Professionals’ personal understandings of psychotic experiences.
2.Facilitators of and constraints upon engaging clients in developing 
their understandings of psychotic experiences.
3.Developing shared understandings of psychotic experiences with 
clients.
These were more descriptive rather than interpretative in scope.
Figure 1 below presents a map of the theoretical concepts and broad 
categories.
 ^ Participant pseudo-names are used to protect anonymity. Three dots within square 
brackets[ ...] indicate text was removed to aid clarity and manage space limitations.
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Fzgwrg y. Pzagra/M/Marfc map of r/ze r/zgorgfzcaZ coMcgz?fj a»<a^  6mW cargjZorzg.y
Theoretical concept 1 : 
Flexibillty-Resistance 
to change
Theoretical concept 2: 
The location of power
Broad category 1 : 
Professionals’ 
personal 
understandings 
of psychotic 
experiences
Broad category 2: 
Facilitators of and 
constraints upon 
engaging clients 
in developing 
their 
understandings 
of psychotic 
experiences
Broad category 3: 
Developing 
shared 
understandings 
of psychotic 
experiences with 
clients
A summary of the two theoretical concepts will now be presented. This will be 
followed by presentation of the three broad categories highlighting their links 
to the theoretical constructs. The links between the two theoretical concepts 
will be highlighted when presenting the broad categories as their relationship 
varied between these. In doing so it is hoped the reader will obtain a sense of 
the story or process of the analysis.
Theoretical Concept 1: Flexibillty-Resistance to Change
Flexibility and resistance to change emerged to represent two opposing ends 
on a spectrum. Each of the broad categories appeared to highlight how 
professionals and clients might occupy a more ‘flexible’ or ‘resistant to 
change’ position either in understanding psychotic experiences, their ability to 
engage in a process of developing understandings, or their approach to 
developing understandings. Participants also highlighted how people might 
move along the spectrum.
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Theoretical Concept 2: The Location of Power
The location of power emerged to conceptualise how each of the broad 
categories appeared to highlight how professionals and clients could hold 
different degrees of power in relation to each other. The term ‘power’ related 
to explanations of and interventions for psychotic experiences. If a person held 
what was regarded to be a more valued or legitimate explanation, they were 
deemed to hold more explanatory power perhaps in comparison to another 
person with a less valued explanation. Thus power differentials between client 
and professional or professional and professional could be unbalanced. If a 
difference of opinion existed on the intervention to be taken, the person whose 
choice was followed was regarded to hold more power in this respect.
Broad Category 1: Professionals’ Personal Understandings of Psychotic 
Experiences
Table 1 below presents the sub-categories constituting this broad category. 
Table 1. Broad catesory 1: Professionals ’ personal understandinss o f
No. Sub-category
1 The professional frame
2 Professional conflict
3 The development of personal understandings
Summary
Participants described their personal understandings of psychotic experiences 
and how these had developed over time. They also reflected on the personal 
understandings of other professionals.
Participants indicated some professionals’ personal understandings drew 
heavily upon theories in the professional domain, being tied closely to one 
explanatory framework and approach to practice. This came to be regarded as
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occupying a more ‘resistant to change position’. Here professionals appeared
less open to recognising potential limitations of the evidence base and for 
future developments.
Participants indicated other professionals appeared to change explanations 
from the professional domain, to fit with their experiences of working 
practically, perhaps suggestive of ongoing and fluid ‘practice-based evidence’. 
This contrasting approach came to be regarded as occupying a more ‘flexible’ 
position. Here professionals appeared more open to potential limitations and 
challenges to their personal understandings.
Participants appeared to indicate more ‘flexible’ approaches could lead to 
developing mutual respect for and sharing power between different 
professional conceptualisations and practices. This might lead to working in 
parallel with competing views being held in mind concurrently. Alternatively,
working from a single model appeared to be associated with efforts from 
professionals to retain power, promoting use of their approach over others.
l.The professional frame
One participant indicated his own personal understanding was closely tied to 
medical conceptualisations, and it was unnecessary to work outside of this 
framework:
...owe wowW /o  ju y  o r  /^zoU.y
r/ze r/zeozy /  w o z z / < 7 o g o z z z j r  .yozzzeZzoc^  w/zo zzzoy /zove o
different view on that. Changes in our dopamine system, is way I ’ll 
look at it. (Harry)
Harry was the only participant indicating understandings in the professional 
domain had not significantly developed over time:
Vo/ o greor /zo.y c/zozzgg(/ over f/ze ygorj zzz rerzzzj q/pjyc/zojzj ozzof
its understanding.
This seemed to contrast with other participants’ views, with many highlighting
limitations:
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. . . r/zzMgj orgzz V 6gcowjg q/^ /^?g vagwgMg.yj q /JOZMg q /
/Ag r/zmgj wg ü^ go/ wz/A, r/zg /zzzzz/gûf zzWgrjfozz<7zzzg wg /zovg... (Adam)
Some indicated it was important to recognise limitations to develop 
understandings further:
... zz.yg^/ //zzzzg zzz /^zg zc(go/ wor/ùf wow/<7 6g /o  /zovg o  goo<7 o.yjgj.yz?zgM  ^
j}'jrgzzzybr JocW goTzzzzzzzzzzgo/zozz 6fzjor<7gr.y/^ ...yr/zoU.y ozz zzzzpor^ ozzr 
zzzgrg(7zgzzr zzz .yozzzg q/^pgoq/g w/zo/?rg.ygM/ ^o zz.y/^...yjozMg/?gqp/g org  
thought to be psychotic and aren ’t[...]that is very inadequate. (Adam) 
Some questioned remaining closely tied to a singular framework such as the 
medical-model. Emily suggested this represented a ‘dogmatic view’:
I ’ve always had this big question mark over no particular dogmatic 
vzgw f/zor ft woj, yow A?zow, o zzzgftzgo/.../rgafo6/g wft/z rngftzcoftozz 
condition.[...]I  respect that view[...]medication can help some people, 
but it doesn ’t always help all people [...] So yo u ’ve got the sort o f 
orgozzzg vzgw, rngftzgoZ-zzzoftg/, oWyozz /zoryg o jogzo/ogzco/ vzgw. 
Emily’s contrasting approach is to respect its usefulness and acknowledge its 
limitations. Rather than using a singular framework she holds in mind medical 
and sociological viewpoints. Thus participants advocated multi-modal or 
systemic approaches, believing there to be different causal factors:
...yozz a/ r/zzzzgj zzz a jyjrg/zzzc wqy/^...Jr/zgrg zzzwj/ 6g varzozzj 
zzz rgr/zz.y q/^zftgo/ogy. yf zzzwftz-^ /ftgforW zzzoftg/ z.y w/z^ z/ /'zzz j^ qyzzzg... (Fin) 
Whilst some professionals might be more rigid in their ties to a single 
conceptualisation, others appeared to occupy a more flexible position. This 
seemed to move away from the evidence base towards using ongoing and fluid 
practice-based evidence. This appeared to be highlighted by participants 
indicating psychotic experiences could be experienced in different ways with a 
differentiation emerging between their nature, the interpretation of them, and 
the degree of resulting distress. These elements determined the type of 
psychotic experiences, client prognosis, and the most appropriate intervention: 
...6g/zg^ g/zazzgg, qÿgg/ /zow wg ^rgar r/zg/?z azzft /zow gajz/y wg ca/z frgar 
f/zgzzz./^ ...y/4zzft f/zgft gxpgngzzgg zzz rgz-/zz.y q/^ ftz.y^ z"g.yj zj qzzftg ftgrgrzzzzzzzzzg 
as well as the nature o f the experience itself. (Adam)
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This more ‘flexible’ approach to understanding psychotic experiences 
appeared less clear-cut and based upon individual client presentations rather 
than theoretical accounts in the professional domain.
2.Professional conflict
Some participants indicated there could be clashes between ‘flexible’ 
understandings of psychotic experiences and those more rigidly tied to older 
conceptualisations in the professional domain. Participants suggested 
psychiatrists had a particular tendency to be less flexible, more resistant to 
changing their views, and less likely to work in parallel with other professional 
approaches, trying to enforce medical-model understandings universally:
...some doctors [...Jean’t appreciate[...]a more sociological, familial,
ftga/zMgzzr... (Emily)
...now there’s a real psychiatrist involved and, you know, all your
zzq m /Agy Yg ftggWmg Aow m mazzurgg/?gqp/g...
(Adam)
Me feeling quite difficult and having quite a difficult conversation with 
a psychiatrist who believed as his current medication wasn ’t touching 
any o f his psychotic experiences [...] this was a client who should be put 
on Clozaril to try and take away his voices. (Jack)
Participants indicated some professionals tried to retain professional power 
over others with regards to the conceptualisation and intervention adopted.
This contrasted with the approach described earlier whereby professionals 
developed mutual respect for different approaches and perhaps shared 
professional power. Participants suggested education might combat ‘resistance 
to change’:
...ft Mggfty morg gftwcaftozz aWXrzWq/^gW/gzzgmg z'ga//y./^...yft'j 
/ftg /?gqq/g w/zo gft/zgr /zavgzz Y /zaft /^zg gxpgrz'gzzgg or orgyzzj/ j/wcA: zzz 
r/zgzrwqy&.. (Carol)
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3.The development of personal understandings
One participant indicated their personal understanding of psychotic 
experiences had not developed over time, only their ability to identify them: 
Researcher: ...I’m wondering i f  your understanding has altered over 
time?
Harry: Not really[...]
Researcher: Would you say that you ’ve gained a greater 
q / ^ w A o t z . 9  overyowr...
Harry: With experience you do. You learn to identify it in a more 
subtle way.
This contrasted with other participants’ views, indicating their personal 
understandings had changed:
...my vfgwjyrom tAarg to zzow Aovgpro6o6/y /zwgg/y, ftwgg/y 
changed[...]from education and experience o f working in this
.yomgoMg wow/ft q/ t^o/ft mg w/zgzz /  wojywjt gzg/ztggzz t/zot 
when you ’re older you ’II be working just with people with psychosis 
I ’d o f said no way, that is just too scary![...]I didn ’t really know what it 
meant, what it was. I  had all o f those media kind o f images. (Carol)
For many participants a shift appeared to occur from using frightening 
stereotypes in the media, towards normalising psychotic experiences, linked to 
receiving more education and training. Perhaps the ability to develop personal 
understandings represents a more ‘flexible’ position in comparison to a more 
‘resistant to change’ position where this is absent.
Links to the theoretical concepts
Figure 2 below divides the sub-categories into positions of flexibility and 
resistance to change.
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2. ca^gj^orv 7. fm/g^JzoMa/^ \Der:yoMa/
Resistance to 
change
Flexibility
Unaware of limitations 
and progress in the 
professional domain
Remains within a 
frameworks from the 
professional domain
Remains within one 
professional framework 
and aims to retain 
professional power
Static personal 
understandings
The professional frame
Professional
conflict
The development 
of personal 
understandings
Fluid personal 
understandings
Moves away from 
frameworks in the 
professional domain
Professionals’ personal 
understandings of 
psychotic experiences
Recognises limitations of 
understandings in the 
professional domain and 
promotes further 
development
Values other professional 
approaches: mutual 
respect, uses  different 
approaches in parallel, 
and aims to share 
professional power
The use of education in reducing professional 
conflict and resistance to change and increasing 
professional flexibility
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Figure 2 helps to highlight elements of flexibility and resistance to change that 
appeared to emerge from the broad category. It also indicates difference in the 
location of power when working from a singular framework in the 
professional domain: aiming to retain professional power, and when 
considering multiple approaches: aiming to share professional power. The 
participant ‘Harry’ acted as a ‘disconfirming instance’ within this broad 
category. The data he provided differed from other participants and made it 
possible to construct a ‘bi-polar’ theory around flexibility-resistance to 
change, with his viewpoints occupying one of these poles. Whilst other 
participants made reference to ‘alternative’ approaches, Harry gave voice to 
these.
Broad Category 2: Facilitators of and Constraints upon Engaging Clients 
in Developing their Understandings of Psychotic Experiences
Table 2 below presents the sub-categories constituting this broad category.
2. 2." Fbcz/ftatorj o f wpo»
clients in developing their understandinss o f psychotic experiences.
No. Sub-category
1 Client characteristics
2 Professional characteristics
3 The use of professional interventions
Summary
This broad category emerged from participants’ descriptions of the process of 
engaging with clients in order to develop understandings of psychotic 
experiences. Participants indicated there were elements that either facilitated 
or constrained the emergence and maintenance of this engagement. These 
included characteristics of clients and professionals, and professional 
interventions for psychotic experiences.
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Participants appeared to highlight positions o f ‘flexibility’ and ‘resistance to
change’ as opposites. Client and professional characteristics, and professional 
interventions could be divided into these positions. Occupying a more flexible 
position appeared to facilitate engagement between client and professional, 
opportunities for recovery, and professionals’ ability to begin supporting 
clients in developing their understandings of psychotic experiences. Resistance 
to change appeared to increase the risk of disengagement and chronicity, and 
constrained opportunities for recovery and developing understandings.
Participant’s descriptions seemed to indicate the location of power between 
client and professional could differ depending on the professional’s approach 
to practice. If a professional was open to client viewpoints and possibilities for 
change, they might try to empower clients, perhaps using recovery approaches. 
These followed the client’s choice of intervention, aiding their move towards 
independence from mental health services. If a professional was closed to 
client viewpoints and possibilities for change, they might try to develop a 
patient-professional relationship whereby they retain power over interventions, 
aiming to maintain and contain client stability.
l.Client characteristics
Participants highlighted characteristics potentially representing client 
flexibility or resistance to change which in turn impacted upon engagement: 
...there are other people with whom we can work in a collaborative 
way and change medication when we need to and so on[...]we also get 
people who are quite stuck in their thinking[...]That makes a big 
difference into how well you can work with people. (Adam)
In Adam’s quote above, the client’s ability to work collaboratively with 
professionals on changing treatment might represent a more ‘flexible’ 
position. This is contrasted with clients who are ‘stuck in their thinking’ or 
perhaps ‘resistant to change’. Thus client flexibility was regarded to facilitate 
engagement between client and professional whereas resistance to change 
could constrain this process. Participants appeared to describe clients 
occupying the extreme end of a resistant to change position:
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...really complex woman[...]long term... she’s had schizophrenia for  
m a M y v o z c g j  w/zfcA j/zg morg or /gjj 
goMj/OM//y 6ggow.yg mgoffgorzoM j/zg ozz zj vg/y Zow ùfojg 6ggozv.yg zr 
zzz^groc/j wz//z gpz/^j)//^...yvgz}/ (/zÿzgzz/Z To wor^ wz//z r/zz.y wozzzozz.
(Beth)
These clients were identified as having several complications above and 
beyond frequent and intense psychotic experiences, contributing to low levels 
of functioning, significant distress, and embedment within mental health 
services, requiring more support, time and effort from professionals. They 
were often described as having a ‘chronic’ presentation. There was an 
indication working with these clients was more difficult than those without 
this presentation.
Participants also appeared to highlight examples of people at the flexibility 
end of the spectrum:
...at this end o f the spectrum, clients who are newly psychotic to put it 
bluntly[...]y  ou can actually spend time unpicking, kind of, lead up to 
r/zgzzz 6ggoz?zzzzg /?j}'g/zo/zg, /zg(pzzzg /^zgzzz r/zzzzA^ a6ozzr w/zar waj gozzzg ozz 
in their lives and making those links. Whereas you really can’t do that 
with someone who’s got very chronic[...]the capacity to change is still 
there, or the capacity to make change is greater than it would be with 
people with more longer term psychosis. (Beth)
Beth’s extract helps to highlight how clients occupying a more flexible 
position, were regarded to be younger with less exposure to psychotic 
experiences and more cognitively able to think about their development. Here 
it was suggested more significant and variety of change was possible.
Participants also implied clients could move from one position to the other, but 
moving from resistant to flexible positions was harder. This was possibly due 
to factors such as impaired cognitive ability or coping with more distress, 
meaning they were less able to shift their thinking independently, instead 
requiring support to do so. Thus participants felt chronic characteristics could 
become ingrained:
Major Research Project
203
...people remain symptomatic[...]despite best efforts[...]really difficult 
to get over[...]then becoming ingrained[...]that gets incorporated into 
that person’s character. (Donna)
In response was an emphasis on prevention:
...the hope is that we can avoid too many other people travelling that 
j a / M g w W  cazz 6g (/ozzg ar gaz-Zzaz-y/gaz-j^ ... (Emily)
2.Professional characteristics
Within participants’ descriptions a potential ‘mirroring’ effect between 
professional and client resistance to change was observed. Participants seemed 
to highlight how professionals could model resistance to change to clients, for 
example, through offering limited treatment choice. This could lead to clients 
adopting ‘mental health patient’ identities:
...toldfor years by their doctor just to keep taking the tablets and they 
actually don Y see that their life can be much more than that. (Beth) 
There was an indication if clients held flexible positions beforehand then 
professional resistance could constrain these qualities:
I ’ve had incredible conversations with people about their psychosis, 
z-ga/Zy zzzfgZZzggzzr oz" z"gaZZy cz'garzvg/^ ...yazz6Z/zzz<y fZzaf /Zzaf zj zzzz^ ZgzTaZzzgüf 
in the sort o f more general psychiatric system [...] They get cut short i f  
zZzgy gvgzz /zy azz(Z WX: aZzozz/ rZzzzzgj /Zza/ arg gozzzg ozz, Zzggazzfg zUj ZzAg 
“well yo u ’re the patient”. (Beth)
Participants indicated psychiatrists were most likely to occupy a more resistant 
to change position:
...there are some that are more resistant to change and I  don Y even 
mind saying that in the main it is the medical side o f the 
professionj...] their exclusive function and their session is about 
gorrgg/ (Zz6Zgzzo.yz.y/^ ...yrZzg}' Zzavg a vgz}' z"zgz(Z jgf qzzg.yfzozz.y rZza^  /Zzg)/ 
Zzm;g wZzzc/z ggr.y zzz fZzg wqy q/^ 6gzzzgyZg%z6Zg. (Fin)
This perhaps linked to aims of retaining power over the explanation and 
treatment plan. By creating patient-professional relationships, they held power 
over the intervention and suppressed patient viewpoints. This was regarded to 
have negative consequences for clients’ recovery and ability to develop
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understandings around their psychotic experiences. Participants noted other 
professionals might then need to intervene and repair the damage:
...I’ve heard adult mental health psychiatrists talking as 
q / ^ r A g z r a  c/zczzzcg q/^  
better [...] there’s sometimes quite a bit o f repair work to do in terms o f 
rgjfoz-arzozz q/'Aqpg. fgz"ZM.y zzzqy Aavg 6ggzz
zMqqqz"qpna/g/y/ .^..ywg wowZzYzz Y Zzavg /Ag g^rm Aowgvgr wg wow/zY 
have talked with them about the terms that are around... (Adam)
Fin contrasted resistance to change with more flexibility:
...what gets in the way is not so much to do with the service-user but 
more to do with the clinician’s ability to be flexible in their approach 
really, be more open-minded about things [...J not Just believe in one 
thing and work with one way.
Isla suggested tension existed between the two positions particularly when 
flexibility involved using recovery approaches empowering the client view, as 
opposed to retaining professional power:
... ‘your choice, and i t ’s up to you. I t ’s you leading the way and we will 
help you with that’[...]Rather than being done to them[...]so there is 
still this sort o f challenge and tension between the one model that’s 
working and how the whole team should be working.
Harry had a different perspective, suggesting professionals worked similarly 
across the service with an emphasis on medication use:
There isn Y a great deal o f difference in terms o f how you manage a 
patient. And there won Y be a particular difference and debate in terms 
o f diagnosis and symptom presentation[...]the drug choice might be 
vgzy /zzMf/g(Z. Fdw a// mzg/zf agrgg vg/y gajzZy zj /zrg.ygnZzgzY aW  
w/zar zzggzYy 6g zYozzg.
For Harry what may have appeared to other participants to be a more ‘resistant 
to change’ position was not necessarily a disadvantage but aided quicker and 
uniform decision making and treatment. This focused upon diagnosis and 
conceptualising psychotic experiences as mental illnesses treated with 
medication. However other participants, such as Greg, advocated more
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flexibility over use of terms such as ‘mental illness’ and ‘schizophrenia’, 
noting professionals should follow their client’s approach:
...moving away from the term mental illness [...] more on the 
experience rather than the diagnosis[...]how they interpret them and 
how they ...rather than forcing our own ideas [...] some people would 
find  a diagnosis o f schizophrenia helpful and some people would find  it 
unhelpful[...]just be a bit more open in adopting what the service user 
feels would be most helpful.
3.The use of professional interventions 
A flexibility-resistant to change divide seemed to emerge regarding
interventions for psychotic experiences. Interventions focussing on making 
‘practical changes’ to medication, hospital admission or social functioning, 
appeared to represent an approach o f ‘containing’ psychotic experiences and 
‘maintaining’ stability. This perhaps represented a more resistant to change 
position and seemed to be used more in response to ‘crises’ when clients’ were 
regarded to have florid psychotic experiences, and a higher level of distress 
and danger to self or others. Working psychologically in terms of moving 
towards developing an understanding with clients of their psychotic 
experiences, appeared to represent an approach of ‘exploring’ experiences and 
finding ways to ‘change’ how these were managed. This might help clients 
move towards more flexible positions:
...Romme and Escher, sort o f assessment tool about the experience o f 
hearing voices with her, and did a timeline on a long piece o f  
wallpaper [...] looking at life experiences[...]we get to the end o f the 
road, three or four years on, and she’s discharged from services, she 
doesn ’t hear voices now. Now that is a snapshot o f an example where 
someone who was very, very ill, lots o f admissions, and huge amounts 
o f medication... (Emily)
....yo w/ zgZ/ zgrYg rwMMmg (z zYgqor g/mzg ozzg <Yqy, oz" z^yzzzg /o 
oz"gaz?fjg p/aggzzzgzzrj ybz- pgq;z/g, /z/Z zzz yzzzz(Zzzzgybz"zzz.y/^ ...yazzzgzz<Yzzzg
me dications [...] some are maintenance and some are long term
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maintenance[...]gonna be in a Community Mental Health Team and 
are gozMg To 6g (Yzj^c/zargg(y...jybz'gvgz'...f/zgy zzzovg or (Yze.
(Emily)
Professional flexibility in terms of being able to shift between working on 
practical changes and working psychologically as appropriate, was perhaps 
highlighted as the fundamental difference to resistance to change:
...zMg^ YzcorzoM COM /zc/p, /'zzz jzzrc To grcor/y rg<Yz/cg r/zc zzz^ gzzjz(y q/^ //zg 
gxpgrzgzzgg/ .^..yoMgg //zg zYzj/rgj.y zj, q/^  o//gvzo/gzY ozz  ^//zgzz zzzoy^ g 
r/zg pgr.yoM wz/Z 6g zzz o  zzzorg ^ ojzrzvg^rozzzg q/'zzzzzzzY To woz'A: oZozzg .yzcZg 
you, looking at the meaning o f things [ . .J i t ’s not all about treating all 
and sundry with the same approach. (Fin)
Links to the theoretical concepts
Figure 3 below divides the sub-categories into positions of flexibility and 
resistance to change.
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Ff jzwrg j. Pzoj^ rozMZMorzc zMoz? of 6mo<Y cofgjzorv 2. FoczZz/o/orj o f ozzzY 
coMJtrozM/.y zzooM gMj^ ojzzMjZ c/zgM/j^  ZM zYgyg/opzMg r/zgzr zzM6Zgrj^ roM<YzMjZ.y.
Flexibility
Facilitators of and constraints 
upon engaging clients in 
developing their 
understandings of psychotic
-►Resistance to 
change
Client characteristics
Cognitively able, young, 
open to change and new 
insights.
Increased levels of 
functioning, hope for 
future, and distance from 
mental health services.
Decreased length of 
symptoms and holding of 
unhelpful beliefs.
Open to the possibility of 
client change and to client 
views
Aims to intervene as  early 
as  possible and uses a 
recovery approach to 
empower the client
Professional
characteristics
The use of 
professional 
interventions
Complications above 
and beyond psychotic 
experiences, older, 
afraid and resistant to 
exploring experiences.
Decreased levels of 
functioning, hope for 
future, and distance from 
mental health services.
Increased length of 
symptoms and holding of 
unhelpful beliefs.
Closed to the possibility of 
client change and to client 
views
Aims to retain 
professional power and
to maintain client stability
Desire and ability to use 
a range of approaches 
for change including 
working psychologically.
Open to adapting 
approach to need of the 
client
Narrow use of 
approaches for change
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Figure 3 helps to highlight elements of flexibility and resistance to change that 
appeared to emerge from the broad category. It also indicates differences in 
the location of power when the professional aims to maintain a stable client 
state: retaining power, or to promote change and recovery: empowering the 
client. In addition, it highlights the way characteristics of the client might 
mediate the intervention that the professional chooses to use. Thus more 
‘flexible’ clients might be offered more ‘flexible’ interventions. Again it 
should be noted that ‘Harry’ acted as a ‘disconfirming instance’ within this 
broad category, giving voice to the ‘resistant to change’ pole in the ‘bi-polar’ 
theoretical construct.
Broad Category 3: Developing Shared Understandings of Psyehotic 
Experiences with Clients
Table 3 below presents the sub-categories constituting this broad category.
Table 3. Broad catesory 2: Developins shared understandinss o f psychotic 
experiences with clients.
No. Sub-category
1 Moving towards the client view
2 Moving towards the professional view
3 Moving towards mutual respect
Summary of the broad category
Participants highlighted several different approaches to working with clients 
on developing their understandings of psychotic experiences. Each seemed to 
carry different distributions of power between client and professional 
regarding whose explanatory model was most valued and who determined 
interventions that followed. Each approach also appeared to require different
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degrees of client and professional flexibility. The ideal aim appeared to be for 
an explanation to be shared between client and professional.
Approaches differed in terms of whether developing understandings moved 
more towards the client’s viewpoint, professional’s viewpoint, or towards 
mutual acknowledgement and respect for both viewpoints. The starting point 
for each of these approaches also differed. Sometimes professionals’ chose to 
start from client’s viewpoint and sometimes from their own professional 
viewpoint. A differentiation emerged in terms of the professional’s role as 
‘enabler’ or ‘expert informant’. As ‘enabler’, the client viewpoint and 
expertise was most valued and encouraged to develop. As ‘expert informant’, 
the professional’s viewpoint and expertise was most valued with efforts made 
to encourage the client’s use of it.
1.Moving towards the client view
When working with clients in developing understandings of their psychotic 
experiences, some participants appeared to advocate starting from the 
viewpoint of the client and continuing to develop understandings within this 
viewpoint. For professionals, initially starting with the client views might 
involve suspending their own views and disbelief:
... suspend disbelief with them[...]take their view o f the world
wz/Apj)/c/zo.yzj azz^ Yra/Zzer rZzazz 
kind o f disputing their reality, just accepting it really. (Beth)
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This approach might then involve exploring clients’ views and their life 
stories, with professionals occupying the role of ‘enabler’, helping clients to 
develop their understandings:
I  did a timeline with a guy last week [...Jit gave him the[...]tools to 
express what had been going on for him[...]my role at the moment 
seems to be very much one of[...] enabler... (Beth)
The aim appeared to be to empower and validate the client view so further 
understandings developed from this:
. . . z/'.y zrrgj^ pgc/zvg, my rZzozzg/zf.y (z6ozz/ wZzy .yomgozzg '.y become 
j^ycZzo/zc/ .^..^ow f/y azzzY.ygzz.yg z/yrom wZzere fZzqy are aA
That’s a sort o f a shared understanding there. (Isla)
Participants highlighted how this could link to a recovery approach with 
clients retaining autonomy and responsibility over the explanatory framework 
and intervention:
...you ’re looking at somebody’s recovery from their perspective, so 
trying to look at recovery in terms o f what they see recovery as being. 
(Isla)
The long-term aim was for clients to achieve independence from mental health 
services:
.../zqqq^//y gg/ /o ajDozzzf w/zgrg /Zzg rgcovgz]/ z.y ozz rZzgzr azz^ Y 
movg ozzr q/ j^grvzcgj aFogg /^zgr (Isla)
Isla spoke about times when differing views remained between professional 
and client:
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...shared doesn’t mean to say you totally agree with everything[ ...]you 
have a common ground o f  understanding, but there may be points that 
you feel are having an impact on that person as well.
Isla only worked with the client’s views and her own differing viewpoints 
would be held separately. When she tried to communicate different 
viewpoints, clients had felt challenged by this and less open to exploring their 
experiences:
F  (YWzz Y wor/:, z/ywj/ mWg Z z a r r g a / / y  wpjg/ azzzY azzgz)/ wz/Zz mg, 
rZzaf /  zYzzYzz Y zzMzYgfj/^ MzY wZza/ gozzzg ozz^om Zzgr /zgrj^ qggrzvg. (Isla)
2.Moving towards the professional view
Some participants described an approach where the aim was to explore the 
client’s life story but then to use this as a platform for moving the client 
understanding more towards the professional viewpoint using psycho­
education. Here professionals appeared to occupy a position of ‘expert 
informer’ :
...at the very beginning, once w e’ve done the whole engagement thing, 
i t ’ll probably be around psycho-education[...]giving them lots o f  
education around this, realistic information, possible causes... (Carol) 
Psycho-education utilised and asserted professional expertise, granting 
professionals greater explanatory power. However Carol indicated why she 
felt it was important to start with clients’ rather than professionals’ views:
...we could just alienate young people from getting our support i f  we 
comg zzz wz/Zz ozzz"azzzY ozzr aggzz^ Ya azzzY wZza/ wg fZzzzzA: zZ
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For Carol developing a shared understanding more towards the view of the 
professional remains possible as long as professionals initially accept the 
client view without necessarily agreeing with it:
(ZoM Y Mggg.yjaz'f/y Zzavg Zo ywa^Z Mgg^ ZZo accgjc^ Z wZzerg
Z /zg y Y g  c o m z M g y z " o m /^ . . .y y b w  W  g o Z  Zo Z rg az Y rg a Z Z y  c a r g ^ /Z y /^ . . .y jo z " Z  q /  
just going along with them and just keep putting bits in[...]now we 
Zzavg g o Z  Zo ZZzg .yZ agg  w /z g r g  .y/zg z.y .yqyzzzg  a c Z w a /Z y  y o z z  A zzow , ' 7  Z/zzYzA: /  
Zzavg  ZzW /?j} 'gZzo.yz.y " . . .
Carol appeared to describe a careful interplay, switching between talking 
about experiences with clients, indicating you understand and accept their 
view, and then gently adding your own view. The aim is to collaboratively 
share views, with the client accepting some of the professional’s 
understanding, leading to a more moderate viewpoint. Thus at times 
professionals might remain with the client’s understanding even if it differs 
from their own. The client initially holds explanatory power and autonomy, 
but the long-term aim remains to develop their understanding more in line 
with the professional viewpoint. Thus the location of explanatory power may 
shift later on:
...zzz üf gzzzzYg^Z(Yz.ygovgz)/ Z ) ^ g  w q y /^ ...y 6 z"z zzg zzzg  zzz jo z zzg  zZzgoz-gZzga/
underpinning or empirical information that relates to that[...]using 
Z/zczZ a  6 a j z . y y b r  .yzzqqoz-Zzzzg j 9 g q p / g  g z -o w z z z g  zzzz(Zgz-.yZ(ZZZzYzzzgj q/^Z/zzzzg.y.
So i t ’s an interplay [ ...j i t’s client kind o f led, but often I  think i t ’s about 
providing a forum, providing information to assist that client with that 
understanding. (Jack)
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Some participants indicated it was important to use a broad number of theories 
from the professional domain, so you could fit the client’s understanding to a 
professional viewpoint in more collaborative and subtle, rather than forceful 
ways:
... keep in mind a number o f different explanatory models and then 
almost in a kind o f tool-kit type way, how that relates to this person 
and where this person is at[...] relate that part o f developmental 
ybr zZzaZ c/zgMZ Zo ajpgcZ.y q/^  wZzaZ a mozYeZ mzgZzZ 6g 
.ywggg.yZfMg. (Jack)
Whilst the professional regains or retains power of the explanatory frame, the 
client is given explanatory choice and thus some scope for power over the 
explanation used. Fin felt this choice moved clients away from solely medical 
understandings that might contain them within a patient-doctor relationship. 
Instead they might be empowered by acknowledging what they could do to 
influence their experiences for themselves:
They then feel that their entire future is dependant on what you can 
give them[...]they’ll say “Oh, well, all I  have to do is to take a pill and 
that’s all. The rest o f it is the Doctors responsibility ”[...] but some 
pgqq/g .yqy "OAqy, Jo wZzaZ a6owZ zAz.y.^  ZZzgm^ ggZ
that there is something that they can do about it. You know, not just 
totally relying on the professionals.
Some participants indicated rather than starting from the client’s viewpoint, 
you could begin from the professional’s viewpoint, with the professional
highlighted as ‘expert informant’ from the start. Donna’s approach for
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example was to initially subsume the client’s experiences within the 
professional label o f ‘psychosis’:
...the best way is to draw a big umbrella and to put psychosis along the 
top and then to put into it all the different things that I ’m aware o f can 
occwr ZM a JzZzzarZzozz azzzY wZzaZ ZZzg zZzgmjg/vg.y zj comzzzg z/p wzZ/z
Zo w/zaZ mzgZzZ 6g occzzrrzzzg...
Donna then described how she would present clients with several different 
professional explanations and guide them through a process of choosing a 
professional conceptualisation suiting them and their experiences:
...trying to check with the person, do they think it could be perhaps 
these kinds o f reasons, or do they think it could be...
Harry described a different approach that seemed less aimed at aiding clients’ 
choice of professional explanation, and more at formally placing their 
experiences within medical explanations and remaining with this:
...the process would be to formalise the kind ofpsychosis they have,
ZZzg z)^g ZZzgy Zzavg azzùZ Z/zg zYggz-gg azzzY Z/zg zzaZzzz-g q/zZ. z^zzY woz-A^  
around to see whether you can arrive at some kind o f formal diagnosis. 
It was more important for Harry that clients followed the treatment plan rather 
than having a ‘shared understanding’ which was not essential:
...pgqqZg ggzz 6g cozzzq/zazzZ wzZZz ZrgaZzzzgzzZ.y zzz jqzZg q/zzoZ agggqZzzzg Z/zg 
(Yz6Zgzzojzj/^ ...yaj Zozzg zZzgy arg ozz ZrgaZzzzgzzZ azzzYZZzg Zz-gaZzzzgzzZ zj 
gÿggZzvg Zzgj^ zùfgj^  gozzZz-oZZzzzg ZZzg j^ /zzzpZozzzj (zzzzY Jo zzzz/zz-ovzzzg zZzgzz" 
ovgraZZ pj)/g/zojogza//zzzzcZzozzzzzg. TTzgy gafzz zzzzqrovg zzz Z/zaZ a^ pggZ
q/"Z/zgzz" zzz.yzg/zZ/^ ...yZo ac^ow/gz^g |yg.y, JOZZzgZZzzzzg zj zzoZ z-zgZzZ zzq 
here ’. And so therefore the treatment has been effective...
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He indicated treatment itself might cause clients to develop ‘insight’ by way of 
accepting his viewpoint. Those who did not, were regarded to remain 
‘insightless’. Harry indicated if a difference of opinion remained a 
professional might use their power to enforce treatment:
...a lot o f them know they are going to be treated anyway, that they 
seem to give in, they don’t seem to resist so much. They know by law 
we can impose it. They don’t put up a fight.
This assertion of power could involve involuntary hospital admission through 
the Mental Health Act and enforced medication treatment:
...the new act gives us authority to treat...to make sure they take the 
tablets and make sure they have the injection...
Despite assuming following the treatment plan W2is the most important 
element, there was a sense within Harry’s interview that if a shared 
understanding was not achieved, treatment effectiveness reduced:
...they relapse again and back to square one, and deny all lack o f  
insight and back to treatment, the whole cycle repeats itself[...]some 
I ’ve met in my life [...] never learn[...]later they probably get burnt 
out[...] their psychological functioning, their intellectual 
functioning [ .. .j i t’s deteriorated[ ...jthen they’re past caring in terms o f  
the diagnosis[...]just carry on taking the medication, often in some 
kind o f institutional setting...
Thus Harry appeared to indicate how this approach might aid a process of 
recovery, but at other times might lead to developing chronicity.
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3.Moving towards mutual respect
Emily and Greg presented an approach aiming for professional and client to 
develop a mutual understanding of each others views, respecting differences 
and similarities between them:
... rgjpgcZ my vzgw.y, F/Z rgj;pgcZyowr6\ (Emily)
...a mwZwaZ wMzYgr.yZaM6Zmg q/^wZzereyow Ye commgyrom azzzYa mwZwaZ
understanding that you ’re going to disagree. (Greg)
The approach involved working in parallel so both professional and client 
views were held in mind concurrently. There might be no effort to move more 
towards client or professional understandings or to develop a completely 
shared understanding. The differences between professional and client views 
were regarded useful as they retained a degree of flexibility so both client and 
professional remained free to further develop their understandings:
I f  I  was agreeing with that[...]it may prevent this person at some point 
perhaps gaining some insight[...] I ’ll take my time in trying to 
understand your view ’[...] he ’II take the time to understand my view 
morgjf...yzZzg .y/zûrrg^ Z WM(Zgz"jZz7M(Zmg zZog^ y» Y Mggg.y.yaz"zZy Zzorwg Zo 
completely the same beliefs either side. But you can still work with it to 
apojfZzvg owZcomg... (Greg)
Emily and Greg also advocated using recovery and person-centred approaches, 
where client choices were respected even if they disagreed with them:
...even i f  I  disagree with it, I  think that isn Y the best thing for that
Zo (Zo, /  Z/zZzzA^ zZzgy muyyhzZ, oz" zZzgy /zoZezzZzYzZZy cozzZzY geZ moz-g 
hurt or something[...]that doesn Y give me the right to stop it. (Greg)
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Whilst professionals might at times be required to hold some power to keep 
clients safe, efforts were made to position clients as expert on their 
experiences, and to follow their choices where possible:
yow cazz Y g o  o/ozzg wzZ/z w/zoZ /zgq;z/g wozzZ JozzzgZzzzzgj ozzzZyozz zzzoy 
have to act[...]paternalistic in some cases because they may be very 
unwell, they may not be in the best position to make decisions for  
themselves [...] But I  think you should always start with that in mind 
what is best fo r the person, what would they like to happen, really 
j^gz'.yozz-cgzzZz'gzZ JZzzÿ^zj w/zoZyozz j/zozz/zY o/woy.y rzy Zo 6g zYozzzg. (G reg ) 
This created a more equal power balance between client and professional:
/'zzz zzoZ zzgcgj^joz-zZy .yqyzzzgyozz cozz zzzo^g zf ozz gqzzoZ joowgz' 
relationship, but it can perhaps make it a bit more equal[...]put things 
on a bit more an even footing. (Greg)
Links to the theoretical concepts
Figure 4 below divides the sub-categories into positions of flexibility and 
resistance to change and in terms of the location of power.
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Fisure 4. Diasrammatic map o f  broad catesory 3: Develoviri2 shared
Client holds 
more power
Location of power
Power shared 
equally
Professional holds 
more power
Requires 
professional 
flexibility, client 
may be resistant 
to change
Requires client and professional 
flexibility and reciprocity
Flexibility required
Requires client 
flexibility, 
professional 
may be resistant 
to change
Moving 
towards 
mutual respect
Moving 
towards the 
client view
Moving towards 
the professional 
view
Developing shared 
understandings with clients
Figure 4 helps to highlight elements of flexibility and resistance to change that 
appeared to emerge from the broad category. These appeared to link to the 
approach used. If the approach was to move towards the client view, the 
professional would need to demonstrate flexibility but the client might be 
resistant to change. If the approach was to move towards mutual respect for 
client and professionals viewpoints, then both client and professional would 
need to demonstrate flexibility. If the approach was to move towards the 
professional view then the client would need to demonstrate flexibility but the 
professional may be resistant to change. It also indicates the difference in the 
location of power. Thus power shifted depending on whose view movement 
was being directed towards. Moving towards the client view empowered this 
viewpoint, whereas moving towards the professional view empowered this 
viewpoint. Moving towards a position of mutual respect appeared to involve 
sharing power between viewpoints. Once again Harry gave voice to the
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‘resistant to change’ position. However other participants’ views helped to 
construct of a ‘dimensional aspect’ to the ‘bipolar’ construct. This indicated 
people could move along a ‘spectrum’ of power and flexibility-resistance to 
change, occupying different positions.
This broad category seemed to indicate success or failure in developing a 
shared understanding of the client’s psychotic experiences might be dependent 
upon client or professional changing or suppressing their viewpoint. When the 
aim was to move the client view towards the professional viewpoint, 
participants indicated professionals may at times assert their authority over the 
‘correct views’ to hold. Thus perhaps professional ‘resistance to change’ could 
force a client into becoming more flexible. However there were times when 
professionals could not shift the client understanding towards their view:
...the authority’s not always in your hands [...] even more so with 
substance misuse. You see people who aren’t prepared to think in a 
(/W  way... (Adam)
In response, participants indicated the term ‘insight’ might be used to retain 
power over the explanatory framework and intervention chosen. If a client’s 
views differed significantly from the professional, they could be labelled as 
‘insightless’ and the professional would remain positioned as ‘expert’:
...there’s quite a number o f them who believe they come from the 
spiritual world or explain them in ways that don’t imply they’ve got a 
mental illness[...]we may conclude they don’t have insight because 
they ’re not aware o f what’s actually going on for them. (Adam)
Thus a difference of opinion could remain but the professional retains power. 
Their viewpoint is more valued in the wider system, perhaps leading to 
enforced treatment using the Mental Health Act. Henceforth, only if the client 
develops flexibility, moving towards the professional view, can a shared 
understanding develop. However some participants highlighted exceptions 
where a difference of opinion might remain but the client retained power: 
...gentleman who was convinced that the person in fla t above was 
gassing him[...]we couldn ’t argue that he should/could be detained,
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that he evidently was unwell, would not have treatment, did not want 
Ag f / z z j ( E m i l y )
In these situations where neither client nor professional demonstrated 
flexibility, it appeared a shared understanding around the psychotic 
experiences would not develop. Figure 5 below highlights possibilities and 
constraints around developing a shared understanding based upon assumptions 
emerging from this broad category and its links to the theoretical concepts:
the theoretical concepts.
change
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Figure 5 helps to highlight how participants appeared to indicate when a client 
remains resistant to change, the only way to develop a shared understanding, is
for the professional to develop their own flexibility, requiring them to 
empower the client view. The client might then develop their own flexibility to 
change. If both client and professional remain resistant to change, a shared 
understanding is unlikely to develop and the professional may need to enforce 
their views and treatment plan.
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DISCUSSION
The discussion will explore the study results in view of the research aims. It 
will also highlight links to existing literature (stage two of the literature 
review). It will then outline potential implications for clinical practice. It will 
conclude by critically evaluating strengths and limitations of the research 
design and analysis, and highlight areas for future research.
Discussion of Results 
Research aims
The research aim was to move towards developing a localised data-grounded 
theory of how mental heath professionals develop their understandings of 
psychotic experiences. Two theoretical concepts and three broad categories 
emerged from the data and the grounded theory analysis.
The three broad categories appeared to represent three different stages in the 
process of a professional developing a shared understanding of psychotic 
experiences with a client. The two theoretical concepts represented elements 
that could facilitate or constrain this process. In this way the study moved 
towards developing a middle-range theory of the processes involved in 
professionals developing understandings of psychotic experiences. It should be 
noted professionals did not appear to be necessarily ‘flexible’ or ‘resistant to 
change’, aiming to ‘share’ or ‘retain’ power’, but instead there was a 
dimensional aspect to the bipolar constructs. Professionals could move along a 
‘spectrum’ of flexibility-resistance to change and location of power, 
sometimes holding more or less flexibility or desire to share power.
In respect to the study aims, the broad category of ‘professionals’ personal 
understandings of psychotic experiences’, served the research aim of exploring
the processes in professionals developing their own personal understandings of 
psychotic experiences. The broad category ‘facilitators of and constraints upon
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engaging clients in developing their understandings of psychotic experiences’, 
helped to serve the research aim of exploring the processes enabling 
professional and client to engage in working together. The analysis also 
moved away from just exploring how participants indicated they understood 
psychotic experiences towards also considering how they managed these 
clinically. The broad category ‘developing shared understandings of psychotic 
experiences with clients’, helped to serve the research aim of exploring the 
processes in professionals and clients developing an understanding of 
psychotic experiences together. The ways in which professionals understood 
and approached their work with psychotic experiences, as contained within the 
other two broad categories, were regarded to impact upon the process of 
developing a shared understanding with a client. The theoretical model that 
developed in this study indicates when professionals hold more flexible 
personal understandings and approaches to working with people with 
psychotic experiences, and aim to share power over the intervention and 
explanatory model; there is greater potential for client and professional 
developing a shared understanding of psychotic experiences. When 
professionals hold more resistant to change understandings and approaches, 
aiming to retain power; clients are less likely to develop their understandings.
Links to Existing Literature
Flexibility-resistance to change 
The medical-model aims to categorise and diagnose rather than expand and 
explore psychotic experiences in further detail or description. This might be 
regarded as a more ‘resistant to change’ position along the spectrum, as 
ambiguity is discouraged and simplicity in intervention is advocated (Peyser, 
2001). This links to the debate around diagnosis vs. formulation. Formulation 
emphasising a multiplicity of narratives might be seen to occupy a more 
‘flexible’ position on the spectrum (Holma & Aaltonen, 1997; Margison,
2001). It might be argued certain psychological theories also occupy a more 
‘resistant to change’ position, for example, by suggesting a certain number of 
mechanisms in order to explain psychotic experiences (e.g. Bentall & 
Kinderman, 2000). CBT might be regarded to place professionals in the role of
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‘expert informer’, with limited flexibility for incorporating the client view 
(Chadwick, 2006).
In contrast other professionals might be regarded to use a medical-model or 
psychological theories more flexibly, for example by looking at ‘psychotic 
symptoms’, placing these on a spectrum, or advocating the use of multi- 
dimensional frameworks (e.g. McGorry, 1994; 1995; Laroi & Woodward, 
2007; Freeman & Garety, 2006; Freeman et al, 2002; Chadwick et al, 2005; 
Bentall, 2006). The way some theories incorporate biological, psychological 
and sociological factors (e.g. Read et al, 2001; 2005) might also be regarded 
to occupy a more ‘flexible’ position. Johnstone and Dallos (2006) advocate 
using ‘integrative’ approaches acknowledging the influence of a number of 
factors in the aetiology of a phenomenon.
Practitioners who incorporate sociological theories (e.g. Davies & Burdett, 
2004) and the views of their clients (e.g. Dallos & Vetere, 2009) as well as 
biological and psychological theories, into their personal understandings of 
psychotic experiences, might be regarded to be demonstrating a higher degree 
of ‘flexibility’. This may also be the case for professionals who can hold more 
that one explanatory model in mind at once, working in parallel with other 
views and approaches. Perhaps this represents the professional use of 
‘explanatory maps’ (Williams & Healy, 2001), or ‘bricolage’ (Larsen, 2004).
The value of more ‘flexible’ as opposed to ‘resistant to change’ positions 
seems to reflect previous authors’ views. Whitehorn and Betz (1960) found 
professionals using more flexible, curious approaches in response to clients’ 
descriptions of their psychotic experiences, achieved better outcomes than 
those using more dogmatic, inflexible and authoritarian approaches. Mason 
(1993) highlighted differences between positions of uncertainty and certainty. 
Mason argues if professionals can feel safe in becoming less certain, they are 
more likely to become receptive to other possibilities, meanings and 
viewpoints. Mason’s position of uncertainty might be compared to the position 
of flexibility. Certainty on the other hand, might be linked to resistance to
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change, and is regarded more likely to lead away from creativity and towards 
‘paralyses’. Mason argues it is more useful to hold ‘authoritative doubt’, not 
neglecting professional expertise, but encompassing expertise and uncertainty 
together whilst acknowledging power differentials between client and 
professional. Whilst in times of anxiety professionals may become drawn 
towards seeking positions of certainty as this feels ‘safer’. Mason argues a 
position of ‘safe uncertainty’ is more useful. This seemed to be reflected in 
participants’ perspectives in this study where ‘crises’ could lead to approaches 
aiming to ‘control’ psychotic experiences and ‘maintain’ a stable state.
Perhaps some professionals attempt to retain certainty, objectivism and order, 
whilst others embrace uncertainty, subjectivity and difference. Like these 
authors, within this study a ‘bipolar’ concept was developed. However a 
dimensional aspect was also incorporated indicating people may move along a 
spectrum of ‘flexibility-resistance to change’.
The location o f  power
Sources in the literature (e.g. Froman, 1998; Lakoff, 1995; White, 1987;
1991; White & Epston, 1990; Fitzpatrick, 1984) help to reflect upon why 
certain accounts of psychotic experiences hold more influence, and 
contextualise the theoretical concept of ‘location of power’ within this study. 
Professional attempts to ‘retain power’ over explanations and interventions for 
psychotic experiences, might occur because they serve the needs of 
professionals rather than clients. This study indicated it may aid both client 
and professional if they are able to ‘share power’. Suggestions in the literature 
indicate the concept of ‘insight’ can be used by professionals to maintain 
authoritative status over their clients (e.g. Farber, 1993). This view also 
appeared to be represented by participants in this study.
Participants described how they considered it useful, in terms of therapeutic 
alliance and client recovery, to explore and develop clients’ understandings of 
their psychotic experiences and views for interventions. This reflects similar 
views in the literature (Geekie, 2007; Kupper & Tschacher, 2008; Zimmerman 
g/ a/., 2005; Romme & Escher, 1989; 1993; 2000; Hearing Voices Network,
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2009; Mosher, 2001; 2004). The findings of this study perhaps also reflect a 
shift in service guidance indicating mental health services should provide 
patient-centred care, seeking clients’ first-person perspectives and views of 
treatment options (e.g. NICE, 2009; DoH, 1999; Appleby, 2004; CSIP, 2007).
Participants described how it was particularly valuable to develop ‘shared 
understandings’ with their clients. This reflects research suggesting ‘shared 
understandings’ lead to positive therapeutic outcomes such as satisfaction with 
the therapeutic relationship (Callan & Littlewood 1998; McCabe & Priebe, 
2004a; 2004b). Some participants indicated it was not beneficial to develop 
shared understandings based solely on medical conceptualisations, as this may 
lead towards unhelpful patient-doctor relationships with clients losing a sense 
of personal responsibility. This reflects commentators’ views in the literature 
(Bannister 1985; Adame, 2006; Casey & Long, 2003; Mosher, 2001).
Some participants highlighted the value of using recovery approaches when 
working with clients, incorporating optimism around recovery, appreciation of 
first-person accounts of psychotic experiences, and client empowerment and 
responsibility around making choices, taking risks and guiding interventions in 
collaboration with professionals. This reflected views in the literature on the 
use of recovery approaches (e.g. Roberts & Woolfson, 2004; Sowers, 2005; 
Chadwick; 2006). Others advocated paternalistic approaches where 
professionals retain responsibility for interventions including compulsory 
treatment. This perhaps reflects counter-arguments to recovery approaches in 
the literature (Peyser, 2001).
Many participants suggested medical-model approaches represented a barrier 
to more ‘flexible’ ways of working and ‘sharing power’ between professionals 
and clients. It was indicated there was a clash between this model and other 
ways of working. Perhaps this reflects views in the literature highlighting 
ongoing debate between different explanatory frameworks and the difficulties 
this presents to multidisciplinary working (e.g. Clare, 2002). The views of 
participants advocating sharing professional power, mutual respect, and using
Major Research Project
227
different approaches in parallel, might reflect the views of Gerard (2010) 
highlighting the use of professional flexibility and detachment from deep- 
seated orientations.
Clinical Implications
Practical utility is an important aspect of evaluating research. The middle- 
range theory developed through the analytic process indicated if professionals 
occupy a more flexible position towards their understanding of and approach 
to working with psychotic experiences, this may aid professionals in working 
with each other, increase the likelihood of professional and client engagement, 
and facilitate the development of a shared understanding of psychotic 
experiences with their clients.
Perhaps the move towards adopting more flexible positions is reflected within 
the updated NICE (2009) guidelines on schizophrenia. These go some way 
towards clarifying standards for mental health professionals’ work with 
psychotic experiences. The guidelines indicate a move away from using 
medication as the only treatment option and towards recognising the value of 
exploring clients’ psychotic experiences. They advocate gaining client’s 
perspectives on intervention, considering these perspectives when developing 
treatment plans, and offering clients choice around available treatments, as 
part of routine clinical practice.
The above highlights the potential role of this study in further emphasising the 
importance of professionals adopting more flexible positions in understanding
and working with psychotic experiences, and moving towards sharing power 
in these respects with their clients and other professionals, thus following 
service guidance. There is still work to be done in increasing awareness of 
guidance and helping professionals to practise this within their working roles 
(e.g. Spandler & Calton, 2009).
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Critical Evaluation
This study has a number of limitations and potential biases impacting upon the 
research process and use of results. Issues associated with the criteria of Elliott 
gr a/. (1999) forjudging the publishability of qualitative research, are 
described below.
Sampling
Sample participants varied greatly in terms of profession and experience of 
working with psychotic experiences. This seems appropriate for an 
exploratory study seeking to develop understandings from a number of 
perspectives (Dallos & Vetere, 2005). The small sample size means 
generativity of the results is limited. This is a common feature of qualitative 
research focussing on interpretation and meaning of results. The limited 
generalisability of this study was in keeping with the study aims to work 
towards developing a localised theory. Thus results are generalised to the 
developing theory.
Participants may have held differing perspectives from professionals who did 
not agree to participate. They may generally have more interest in developing 
understandings of psychotic experiences with clients. These hypotheses are 
speculation, but highlight sampling biases potentially limiting the extent 
findings can be generalised to other people and contexts (Barker et a l, 2002).
Data collection
The design of the interview schedule was guided by the research questions. 
This inevitably influenced data obtained (Dallos & Vetere, 2005). The 
schedule included many prompts intended to serve as a reminder of possible 
areas of exploration and to clarify questions if required. The prompt questions 
were used infrequently with participants spontaneously providing relevant 
information and guiding interviews in a constructive way.
A disadvantage of interview data is some information is inevitably lost 
through the process of transcribing. Elements such as body language were not
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recorded and tone of voice was not transcribed. There were no recorded 
inaudible segments of speech. Each interview relied on participants’ ability to 
recall past events. The degree of accuracy of these reflections is unknown.
Saturation
This study cannot claim to have reached a point whereby categories are 
saturated or gathering fresh data no longer sparks new theoretical insights, nor 
reveals new properties of the core theoretical categories (Charmaz, 2006).
Thus this study has only moved towards the development of a middle-range 
theory, rather than claming to describe a complete and comprehensive theory. 
Charmaz (2006) indicates grounded theory logic is to keep sampling until 
categories are saturated. It has not been possible to accomplish this aim. 
Instead this study perhaps lays foundations for further data collection and 
development of theory on how professionals develop understandings of 
psychotic experiences, rather than foreclosing analytic possibilities.
Researcher’s position
Outlining the position of the researcher in the reflective account (Appendix 1) 
facilitated the process of ‘owning one’s perspective’ (Elliott et a/., 1999) and 
personal reflexivity (Willig, 2008). It is neither achievable nor desirable to 
eliminate the researcher’s role in a project as they form the ‘interpretative tool’ 
(Perry et a l, 2004). The aim was to make this transparent allowing the reader 
to evaluate the researcher’s role. The interpretation process was influenced by 
my beliefs, experiences and interests. My positioning as mental health 
professional with experience of working with psychotic experiences impacted 
upon my interview dialogue. Transcripts indicate 1 used some psychological 
jargon and was sometimes experienced as a professional or psychologist rather 
than researcher. This perhaps indicates participants felt 1 held judgements on 
how to work with psychotic experiences, which may have been different if 1 
was not or had not positioned myself in these ways.
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Presentation of categories
The strategy for selecting which categories to present in more detail is now 
critiqued. Judging the extent of relevance to the research question is difficult, 
as all categories could be argued to be important. I felt the sub-category of ‘the 
use of professional interventions’ was less relevant and contained less rich 
data than other sub-categories. Another researcher may have considered this 
differently. Presenting a category in less detail on the basis of frequency and 
richness of supporting accounts can be criticised as I would have been more 
likely to follow-up participants’ accounts on these issues in more depth had I 
considered them more relevant to the research. Participants may not have been 
able to explore more fully, areas seemingly less relevant to me. Considering 
the extent to which a category might be related to existing literature can also 
be criticised because novel ideas and perspectives might be missed. However 
the presentation of categories was decided upon predominantly by the aim to 
illuminate or offer something new in addition to existing research.
As is inevitable with qualitative research, interviews provided large amounts 
of data. Deciding which categories to present in more detail was a challenging 
and frustrating process, but necessary given space limitations. By presenting 
each category and providing links to examples in the data (see Results and 
Appendix 8-11) the categories in this write-up are evidenced.
Further issues of validity
Throughout the presentation of results, interpretations were ‘grounded in 
examples’ (Elliott et a l, 1999) linking categories to transcript quotations. This 
allows the reader to evaluate interpretations and consider alternatives. 
Including transcript one in Appendix 9 should aid the reader in understanding 
how interpretations and preliminary categories developed.
Dallos and Vetere (2005) suggest it can be useful to ask participants to feed 
back their views about categories, a process of respondent validation. This was 
suggested to participants who said due to time restrictions this would not be 
possible. Yet Henwood and Pidgeon (1992) suggest this approach can
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inappropriately suggest a researcher aims to represent an ‘objective truth’. As 
analysis involves interpretative processes, different researchers come to 
different conclusions. Instead credibility checks used in this study asked 
whether the analysis and results were understandable and coherent, rather than 
‘accurate’. The analytic process involved ‘interpreter constructing’ not 
‘interpreter finding’ meaning (Fish, 1980). To guard against bias in 
interpretations, attempts were made to achieve ‘interpretative agreement’ 
among the relevant ‘interpretative community’. This is consistent with the 
method o f ‘triangulation’ (Bryman, 1988), using multiple perspectives in 
reaching the final analysis: participants, other professionals and researchers.
It is important to include participants in the dissemination of results.
Following submission, each participant will receive a study summary and the 
option to receive the completed thesis when available. A focus group is 
planned to take place in the two recruitment settings with opportunity to 
discuss the research.
The criteria of Charmaz
Below is a discussion of the degree to which this study has met Charmaz’s 
(2006) criteria for grounded theory studies:
Credibility
Due to the limitations described above, the study claims are modest. However, 
by maintaining close links between the analysis and data, the claims are 
evidenced. Collecting more data would potentially provide more evidence for 
the emerging categories in the study.
Originality
It is believed the emerging categories and concepts offer new insights into
mental health professionals’ perceptions of developing understandings of 
psychotic experiences and the potential processes involved. This may have 
significance for mental health professionals, guidance bodies, and mental 
health service users.
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Resonance
The links to existing literature perhaps highlight how the study results resonate 
with viewpoints expressed previously. It will be useful to feed back results to 
participants and their teams to ascertain whether it hold resonance for them. In 
turn it may hold resonance with other professionals from other teams, the 
wider mental health research field, and service users.
Usefulness
Understanding the potential processes involved in professionals developing 
understandings of psychotic experiences, provides a step to highlighting 
attitudes and practices that might be most useful within mental health care. 
This study makes suggestions around the best conditions for supporting people 
in developing their understandings of psychotic experiences and draws 
attention to potential consequences of particular forms of professional practice 
in increasing conflict and disengagement.
Future Research
Qualitative research into professionals’ understandings of and work with 
psychotic experiences is at a relatively early stage. More research is needed to 
clarify and develop the findings of this study and their application to other 
contexts.
Future research might explore how professional understandings impact on 
their work. This might explore the link between the position professionals 
adopt regarding their understandings of psychotic experiences in terms of 
flexibility and resistance to change, and the location of power to: approaches 
to working with people with psychotic experiences; engaging and developing 
relationships with clients; and desire to develop understandings of psychotic 
experiences with clients. Future research might involve the use of quantitative 
research methods on a larger scale to evaluate positions of flexibility and 
resistance or the location of power more fully and their impact on therapeutic 
outcomes. Use of different methods would constitute ‘constructive
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replication’, and would contribute further understandings about the range of 
situations or people where flexibility and resistance to change, and the location 
of power have an impact (Barker gf a/., 2002). Multiple forms of data 
collection would also offer more information and understanding about the 
value of certain positions, potentially minimising issues of bias identified in 
this study (Dallos & Vetere, 2005). Future research might further explore 
resistance to change and how this might be overcome.
It is hoped this study demonstrates the value and contribution gained from 
professionals’ perspectives to understandings of psychotic experiences. This
methodology should continue to be utilised in this area.
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APPENDICES 
Appendix 1. -  Reflective Account 
Reflective Account
This reflective account is based on my views and feelings before conducting 
interviews, after each interview, and following the interviewing stage of the 
research consistent with the guidance of Charmaz (2006). The aim is to 
describe my position as researcher and my interpretative stance. The account 
includes my reflections on personal experiences of psychosis and my work in 
mental health. The account then links these experiences with my developing 
interest in psychotic experiences and my reasoning for selecting a project in 
this area. It goes on to explore ways in which my own views, assumptions and 
personal biases around working with people who have psychotic experiences 
may have influenced the research process. The account then describes some of 
my thoughts and reactions during the research process. It is hoped that this 
provides the reader with the means to assess for themselves how the researcher 
may have impacted on this study.
Personal background
Personal experiences and understandinss o f  psychotic experiences
My first contact with ‘psychotic experiences’ were through personal 
experiences of mine which have inevitably helped to shape my views over the 
course of my life. I consider myself fortunate to have experienced visual and 
auditory hallucinations as a child the frequency and intensity of which 
diminished in young adulthood. These experiences included hearing voices 
and visual distortions of the environment around me. At times these 
experiences were tremendously frightening but at other times they were 
interesting and aroused my curiosity. It is my belief that my curiosity and 
attempts to understand the experiences were responsible for their reduction 
which now occur infrequently and for much shorter periods. I also consider
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myself fortunate that I was always able to distinguish between the 
hallucinations and real life, the texture of which appeared different in form. 
This I feel enabled me to reflect on the experiences in greater depth and to see 
them as separate from myself and the world I inhabited whilst also allowing 
me to maintain a sense of ownership over them, regarding them as elements of 
uniqueness in my personhood.
As a result of my personal experiences and the knowledge I have accrued over 
the years, I have my own understanding of what ‘psychotic experiences’ mean 
for me and what their causes might be. For me psychotic experiences are an 
oddity in the information processing system of the brain. The brain I conclude 
is able to store and then retrieve information linked to each of the senses into 
working memory. Often the brain will do this based on the commands and 
control of our consciousness, thus in an exam I am able to recall information I 
have been revising. I am also able to recall a piece of music or the smell of a 
fried breakfast. However the brain is also able to recall information not under 
the command of our consciousness as in a dream state or in intrusive 
flashbacks linked to trauma. The brain is also able to manipulate information 
and what is processed in working memory is often not a literal or accurate 
recollection but things are returned to us in abstract form or new possibilities 
and situations are played out such as in our working out a new maths puzzle or 
having the answers to life’s problems played out in a dream. It is my belief 
that psychotic experiences and I am referring particularly to hallucinations 
here, are pieces of information being played out in our working memory. The 
extent of the capabilities of our memory and these events are powerful enough 
to make us believe that a voice is external, or that there really is a person in the 
comer of the room. In addition, what we see is not necessarily what we have 
seen before, as our brain is able to manipulate existing memories into new 
information. I have an additional theory, that different people store and 
retrieve information in different ways. Some people code and recall 
information in a very realistic, lifelike and literal way. Other people however, 
code information much more abstractly and thus when it is recalled its texture 
and form are different to the real experience. I would place myself more in the
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later category and regard this as an explanation for always being able to tell 
the difference between my ‘psychotic experiences’ and ‘reality’. In addition I 
believe that people might recall different sensory modalities of information in 
different ways. Thus when I recall music it is much closer to the ‘original 
input’ that when I recall someone’s face which looks fuzzy and blurred and 
very much ‘unlike the original’. In either case I am equally aware exactly what 
the memory is of and what it represents. An example of this in practice might 
be those people who are good at map reading and those who are not. Those 
who are, I suspect recall visual information in a more abstract form and are 
much better at manipulating this information in working memory.
As can be seen above, my view of psychotic experiences might be seen as 
being different from a more traditional ‘medical-model’ approach focussing on 
purely biological changes. It might also be seen as being different from 
psychological explanations such as a CBT approach with a focus on 
misinterpretation of thoughts. I should note that with regards to delusions I do 
find ideas around misinterpretation of thoughts to be useful in the therapeutic 
encounter. Broadly whilst I do hold certain views and hypotheses, I am always 
open to new ideas and regard there to be numerous possible ways of 
explaining any given phenomenon. Part of my work with psychotic 
experiences has been to provide a space for sharing views and experiences and 
to use these to collaboratively develop understandings of individual 
experiences (thus not regarding all psychotic experiences as the same 
phenomena) for myself and the client.
Working with mental health and psychotic experiences
I began working in mental health within the NHS following my post-graduate 
diploma in psychology over five years ago. My first post was as a psychiatric 
nursing assistant in a medium secure unit, where I worked on the acute ward 
for one and a half years. Here I was able to form good working relationships 
with people from a variety of backgrounds and with a number of complex 
difficulties. This was the first time I had experience of engaging in 
conversations with people with acute psychotic experiences including voice
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hearing, visual hallucinations, and delusions. I found I was able to talk to 
people in a useful way about these experiences helping us to collaboratively 
try to understand them. At the time my knowledge of existing theory was 
limited, yet our conversations still seemed to have a great sense of worth and 
led to a feeling of achievement as our understandings grew and developed and 
as our therapeutic relationships also evolved positively. For the first time in 
this post I also came face to face with the ‘medical-model’ via my interactions 
with my psychiatric nurse and psychiatrist colleagues. Whilst I found 
diagnoses such as schizophrenia and personality disorder fascinating they did 
not fit with my own personal philosophy. I had a felt sense that diagnoses were 
not particularly helpful for clients or staff, did not aid treatment planning and 
were liable to change over the course of an admission. I also found that the 
‘medical-model’ seemed to be a force for control within the service setting and 
moments of true collaboration were rare and fleeting. There was an 
overwhelming sense of a lack of holistic psychological thinking, with 
‘symptoms’ and ‘problematic behaviour’ managed by strong doses of 
medication, physical restraint, and psychological manipulation. I often saw 
myself as an outsider in my role and at times emotionally allied myself with 
the clients. Over the course of the one and a half years I believe I developed 
strong resilience to stress and particularly to strange and frightening 
experiences. I had a good sense that I was able to use my own communication 
with people to help manage these things. I also felt I had been successful in 
communicating these strategies to the staff team and was seen as a respected 
member who would be missed on my departure.
My next post was that of assistant psychologist in a specialist psychological 
therapies team. A large part of my work involved the evolution of a hearing 
voices group I ran at this time. The group developed from an informal space 
for conversation, to a 16 week psycho-education programme and then a 15 
week CBT for hearing voices programme. Two of the service users were then 
assisted in running the group independently from the NHS, something they felt 
they were ready to achieve. The group is still running today. This group 
developed my understanding of psychotic experiences and how to combine the
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ability to facilitate useful conversations with existing theory and guidance 
around techniques for developing understandings and learning to manage 
experiences better. CBT was used in combination with more relational 
approaches to voice hearing as well as the influential work of Romme and 
Escher, with evidence of successful outcomes. This approach also developed 
my knowledge of the service-user empowerment movement. Here there was a 
growing sense that this could be a powerful tool in helping clients to develop 
for themselves their goals for recovery and the means by which they could 
achieve this with support from but not dogmatic adherence to a professional 
viewpoint. Also in this post I conducted research with service-users and carers, 
exploring the gap in psychological therapy provision, with the aim of 
providing a 'bottom-up' perspective. This was combined with my growing 
sense of wider organisational change and the importance of retaining service- 
users at the heart of decision making processes not just in terms of their own 
individual treatment but also in terms of service development. There was a 
growing sense of importance of the role of psychology in the NHS and how in 
line with recommendations of the New Ways of Working movement, that 
psychologists had a responsibility to provide a counterweight to the ‘medical- 
model’ and that it was useful in teams to have a multitude of disciplines and 
ideas. Much of my work involved the implementation of developing 
organisational policy and aiding the progression of the head of psychological 
therapies into the newly created director of psychological therapies position, 
thereby creating a systemic and political counterweight to other disciplines 
and ways of working.
My therapeutic style has continued to evolve over the course of the last three 
years of training in my current trainee clinical psychologist post. I began as an 
assistant psychologist using a Narrative/Systemic approach in individual 
therapy and under the supervision on an experienced consultant clinical 
psychologist. I have continued to use principles of narrative and systemic 
therapy in my current work with people including staff, clients, carers, and the 
wider system. I also began using CBT as an assistant psychologist, which also 
formed the bulk of my work in my year long adult mental health and six
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month child and adolescent placements as a trainee clinical psychologist. My 
use of CBT has included working with individuals and the running of CBT 
groups. I feel I have strong skills in the use of CBT and I often use this 
approach as the foundation for my work with clients before bringing in 
influences from other approaches as appropriate. In my six month learning 
disability placement, I was predominantly using Cognitive Analytic Therapy 
(CAT), under the supervision of an experienced practitioner. Whilst I am not 
formally CAT trained, this is an approach that I continue to draw from, finding 
it particularly useful in thinking about my own personal reactions to people, 
patterns of relating, and enriching the use of other approaches. I believe that 
my current approach could best be described as Eclectic, often with a 
foundation in CBT, and then drawing upon other approaches, remaining aware 
of the existing evidence base. I also strongly believe in the principles of the 
recovery model, particularly when working at the acute end of the mental 
health spectrum. I am also passionate about providing person-centred care 
regardless of the therapeutic model I may be working from. In addition, the 
work of Romme and Escher with hearing voices has remained hugely 
influential on my practice in terms of collaboratively developing meanings for 
peoples' experiences.
My post as trainee clinical psychologist has also seen my continuation and 
development in terms of engaging in service-user and carer involvement. I 
have been a member of the Service-User and Carer Advisory Group at the 
University of Surrey since I joined the course which has involved engaging 
with a number of projects to increase involvement in all aspects of the training 
programme. A piece of research carried out with my colleague into the 
experiences of trainees on placement engaging in service-user and carer 
activities was later published. On placement I have also been involved with the 
Patient Advice and Liaison Service, been a member of the Valuing People 
with Learning Disabilities meetings, and been involved in developing a Carers 
Service on the Dementia ward in my previous placement. I continue to be 
passionate about the need for service-user and carer involvement activities in 
terms of its use in the development of professional standards, the
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empowerment of a historically disempowered population, and in the spirit of 
meaningful collaborative practice.
My current post is again placed within an acute adult mental health setting.
My role involves providing input to two in-patient wards and a home 
treatment team. A large degree of this work involves working with people with 
psychotic experiences, collaboratively developing our understandings around 
these, and communicating this way of working to my colleagues from a range 
of disciplines.
Reasons for selecting a project in this area
As can be seen in the personal background section above, the starting point for 
my interest in the area of psychotic experiences might be seen as my 
childhood experiences and then though to my work experience. Therefore this 
project can be regarded as an extension of this interest. My further interests in 
engaging with people and facilitating the development of understandings 
around their psychotic experiences are key reasons for my choice to 
specifically research this area.
Prior views and feelings around work with psychosis
Again as can be seen from the personal background section, I held a number of 
feelings and prior assumptions before developing this research study. It was 
my belief that traditional psychiatric approaches to working with people with 
psychosis are not necessarily the most useful or effective. It was also my belief 
that more psychological approaches such as engaging people in conversation 
around their experiences and facilitating activities that might help to develop 
understandings of these, can be an incredibly rewarding and useful approach 
for client and clinician. My view was that a collaborative therapeutic 
relationship incorporating principles from the recovery approach and person- 
centred philosophy was the most useful context in which to increase people’s 
understanding of psychotic experiences.
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Implications of the above reflections
Given the reflections above it is explicitly noted that my personal background, 
prior views and feelings around psychosis have impacted greatly upon the 
choice of research area and more specific avenues of questioning. A broad 
interest in the way in which professionals understand psychotic experiences 
and work with people with such experiences was the starting point for the 
research area and formed the overriding research topic and area of 
questioning. However within this there were other ideas for exploration that 
were included within the semi-structured interview schedule. These included 
an interest in the ways in which professionals understood the terms psychosis 
and psychotic experiences, and whether they would use diagnostic criteria or 
would have alterative ways of understanding this phenomenon. Another 
interest was whether people were able to imagine what it might be like to 
experience psychosis or whether people had similar personal experiences and 
how they might use this insight in developing their understandings and also in 
their work with clients. A third interest was to explore the ways in which 
professionals worked with people with psychotic experiences, how they 
developed relationships with people and whether as part of this they had 
conversations about psychotic experiences and what these were like. Lastly 
was an interest in whether professionals facilitated activities with people in 
developing understandings around their psychotic experiences. I consider my 
prior positioning as described above to have been useful in the process of 
developing the research question and ideas for avenues of exploration.
It should be noted that whilst I am aware of the potential impact of my 
positioning, it was my firm intention that my biases and assumptions would 
impact as little as possible upon the interviewing process aside from the 
avenues of exploration located in the interview schedule. My aim as 
interviewer was to remain neutral as much as I could, but with the flexibility at 
times to side with participants talk in order to convey curiosity around their 
perspectives. The descriptions below are based on reflections made during the 
process of conducting each of the 10 interviews.
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Interview one
I recall being sat in a room where the first interview would be taking place and 
feeling nervous. I was worried about how the interview schedule would be 
perceived particularly as the interviewee was a psychiatrist. Would they 
engage meaningfully in conversations with people about their psychotic 
experiences or would they feel the need to become defensive around their own 
way of working? I had also known and worked briefly with this person prior to 
the development of the study. I wondered how this would impact upon the 
interview -  were they just participating because they knew me or were they 
particularly interested in the research? They were certainly the first person to 
respond to my e-mail, what were the implications of this? My head was 
swimming with the different possibilities. On the plus side the room appeared 
fine for interviewing with a table to place the recorder on and comfortable 
seating and lighting.
During the interview some of my fears were realised to some extent. I felt 
uncomfortable when they referred to me as a psychologist and when they 
assumed that I had prior knowledge of the service or of certain interventions. 
This blew my neutrality out of the water - 1 had been positioned in the role of 
psychologist and mental health professional. I also felt somewhat disappointed 
by the interview. This psychiatrist was unlike others I had encountered. His 
approach was more ‘bio-psycho-social’ and he was critical of aspects of 
‘psychiatry’ and the ‘medical-model’. I was aware that I had been hoping for a 
more ‘traditional psychiatric view’. I hoped that my biases and assumptions 
would not reach the surface and be noticed.
The interview process felt a little stilted at times. It felt as though the questions 
had pushed the participant a little too much in a certain direction. I had wished 
for this to be a more gentle process with the participant able to have more 
flexibility and autonomy over its direction. Thus there was a sense in the first 
interview that the schedule may benefit from some alterations. There were also 
times when the participant appeared to feel a little uncomfortable. They
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commented afterwards that they had hoped they answered all of my questions 
satisfactorily and had felt unsure about what I wanted them to say. However 
this felt fitting with the methodology, the participant had been challenged into 
thinking deeply and was unsure of where to turn as there was no set formula or 
right and wrong answers. I was pleased with this response and communicated 
this.
I had a sense as the interview was progressing that the interview was gaining
really good data. I was happy that the schedule was able to tap into these 
things and apparently access deeper level cognitions. There were also new and 
insightful issues and elements that arose which were seen as very positive 
outcomes. Elements such as the influence of the media and society at large on 
the lives of people with psychosis and the perceptions that exists amongst the 
public domain were things I had not thought of in great depth. The sense that 
the whole family engages in developing understandings of psychotic 
experiences was also really interesting and I was keen to explore what other 
participants thought about these issues in the future if they did not arise 
naturally.
Following the interview I had to prepare for the next. Due to time restrictions 
it had been easier to see one after the other with a half hour break in between. I 
already felt tired.
Interview two
Prior to this interview I felt more relaxed. The participant had greeted me 
when I entered the building and they seemed interested in the topic area. I did 
however feel tired after the first interview and hoped that this would not show 
during the interview.
This interview seemed to flow better with the participant appearing very able 
to take a question and think about the issues in depth, being very willing to 
offer personal experiences. This element of the interview appeared frank,
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honest and provided a fascinating perspective on psychotic experiences. The 
clinical examples given were also particularly rich and illuminating and a wide 
range of issues were explored such as the nature of the service and the huge 
variety of psychotic experiences both good and bad. There was a sense in this 
and the previous interview that lots of information had been gained around 
service issues. I hoped that with future interviews I would be able to cover this 
more briefly allowing more room to explore the processes involved in 
developing understandings with clients which seemed to just get started near 
the end of the allocated time slot causing us to run over the hour. During the 
interview I included two additional prompt questions based on the previous 
interview exploring media influences and family meaning-making, which 
appeared useful. Again following the interview I had the wish to make some 
changes to the schedule.
Interview three
As indicated above, feeling that the schedule would benefit from some 
changes, these were made before the third interview. My hopes were that the 
interview would flow better, allow for more participant direction, and help to 
bring a sharper focus to interviews (to gain more data on emerging categories).
I enjoyed conducting this interview more than the previous two. The flow did 
indeed seem better and although the participant described being uncontained 
by the open nature of the interview I felt this was evidence of its success. The 
participant appeared comforted by my noting that this was the intended nature 
of the interview, not to be dogmatic and rigorous in questioning but to allow 
room for the participant to follow their own thoughts. The interview also 
appeared to offer particular insights around the use of a stress-vulnerability 
model in understanding psychosis which appeared different from the 
perspective of the previous participants. Descriptions around the frustration 
that manifests when clients do not cooperate with the treatment plan or who do 
not accept they need help were also very striking.
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There were moments in the interview where I felt that my neutrality was under 
threat. There were times when the participant described the use of medication 
for example. Being aware of my own biases I was keen not to let this show 
and to remain curious about this aspect. I felt relieved when the participant 
spoke about there needing to be a balance in this approach and that it should 
be used alongside other interventions. These feelings needed to be contained 
by myself in the interview, yet their power had taken me a little by surprise. I 
wonder if my own pressure to remain neutral and my previous reflections in 
this account had made me more hyper-vigilant and anxious around these 
biases and how they might manifest in the interview process in a way that was 
unhelpful.
Interview four
Prior to this interview there was an increased sense of confidence around my 
growing ability to facilitate these interviews and gain meaningful data. This 
interview felt particularly useful in gaining good descriptions around the 
nature of the therapeutic relationship. The term ‘common ground’ was used a 
lot more to describe a particular feature of the relationship and the participant 
was able to describe this in some depth. I felt like I was really learning 
something about the inner workings of the way in which this individual 
developed engagement with their clients and there was a sense of privilege at 
being able to document this. I could see that I was much better able to help the 
participant deconstruct particular terms so that we arrived at a greater sense of 
what these things meant for them. In addition there were some good insights 
into the way this individual engaged in activities aiming to develop 
understandings around psychotic experiences with their clients and a sense 
that I would be able to continue to facilitate interviews in a similar way in the 
future.
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Interview five
This interview was the first I conducted in the other service. Being a different 
geographical area to the one in which 1 was used to working in previous jobs, 1 
was unsure as to what the textures of the interviews would be like. 1 also had a 
renewed anxiety around whether the participants in this service were as keen 
to engage with the study and the topic area as in the other service. This was 
partly a reflection of the fact that it had been more difficult to recruit 
participants from this service and 1 still hoped to recruit two more. There was 
also some anxiety around employing different question prompts into the 
interview and focussing the interview more according to the categories that 
had emerged from the previous interviews.
Not long into the interview it was apparent that the participant was very able 
to speak about her perspective on the topic area with little prompting from me 
in the way of questions. Thus the data appeared to be very rich. There were 
particular insights around counter-weights to the medical-model, the use of the 
Romme and Escher approach to working with voice hearing, and the actual 
process of meaning-making activities. There were also descriptions around not 
being able to engage as much as they would like with activities around 
developing understandings due to constrictions around their work role. 1 was 
pleased that the interview was able to run over the hour slot and also that 
following the interview the participant noted that it had been useful and 
cathartic to reflect on the issues covered. In this way 1 felt that the 
interviewing process was giving something back to the participant.
Interview six
This interview felt very different from the others partly due to the setting. As 
the room 1 had previously booked was no longer available, the interview took 
place in a large (empty) office with the participant sat behind her desk. The 
participant had noted that this would be the only available place and time to 
conduct the interview and that given time restraints would need to be shorter 
than the hour slot. There was also a sense that the participant was not
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particularly keen to engage with the interview, not due to lack of interest but 
due to a busy work schedule. I felt uncomfortable conducting the interview in 
this setting but continued anyway.
During the interview I realised that I was carrying feelings of frustration 
around the interview context and process. These feelings continued during the 
interview as the participant proceeded to check their e-mails and answer phone 
calls during its course. I had a desire to complete the interview as quickly as 
possible and felt that the data would be of a much more limited quality and use 
than the previous ones. The participant’s answers were also a lot more abrupt 
and short than previously and I had doubts around obtaining deeper level 
cognitions. Particularly at the beginning of the interview there was a sense that 
the participant was finding the questions tedious and unnecessary, wanting to 
quickly get on with the ‘bigger questions’. The interview did end before the 
hour slot and I had a large sense of relief when it had ended.
Reflecting upon the interview afterwards I was aware that some good data had 
been gained despite the difficulties involved. There were particular insights 
around the nature of the medical-model and the behaviour of psychiatrists 
which I felt would be useful. I did have concerns however that some of my 
frustrations were noticeable in the interview process and found that my 
questioning had been shorter in line with the short replies received.
Interview seven
This interview took place 20 minutes after interview six. There was a sense of 
relief that the interview was taking place in an isolated room with just me and 
the participant present. The participant also expressed their interest in the topic 
area which helped to ease my concerns present in the previous interview.
This interview appeared to be incredibly rich and like with the fifth interview 
the participant required little prompting from myself. There were particular 
insights around the use of the terms ‘mental illness’ and ‘schizophrenia’ and
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how cultural differences might also play a role. In addition there were 
descriptions around the recovery approach and working in partnership with 
people, putting them at the centre of decision making. Again I felt my ability 
from the first interview to extrapolate individual meanings around terms had 
developed greatly. There was also a sense from the participant that the 
interview had helped them to reflect meaningfully on their own practice and to 
think about how this might usefully develop in the future, thus highlighting the 
mutual benefits of the study.
Interview eight
This interview felt very different from the others in many respects. This 
interview had been particularly arranged with a psychiatrist in order to 
facilitate a search for disconfirming instances and thus was employing a more 
focussed theoretical sampling strategy. I was aware that the interview slot was 
in between the clinic slots of the participant. Thus I was required to sit in the 
waiting room before being called in to the ‘consulting room’. Sitting in the 
waiting room I was conscious that it would be hard to tell me apart from the 
patients waiting to see their doctors and I did feel almost placed within the 
position of ‘patient’. This continued to be the case when I was asked to go to 
the consulting room, knocked on the door and then sat in a chair with the 
psychiatrist participant sat behind his desk. Whilst this dynamic quickly 
shifted as I introduced myself and my research I regard this as an interesting 
start to the interview process.
The content of the interview itself felt very much as if it met all my pre­
conceptions of psychiatrists and the ‘medical-model’ that I had held 
previously. This felt very uncomfortable at times as I was required to side with 
the psychiatrist’s position, which was very alien to my own, in order to 
demonstrate curiosity. There was also a sense that I was being somewhat 
unethical in that I was gaining data from this participant that indicated they 
had contravened the NICE guidelines. Images of an undercover reporter 
popped into my mind and I found myself having to contain critical thoughts 
around the participant’s perspective. In other ways I felt the interview was
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tapping in to what I wanted and what I had perhaps hoped would arise in my 
interview with the previous psychiatrist -  a very different approach grounded 
firmly in the traditional ‘medical-model’. This also meant that there were 
moments of disappointment when the participant would describe a more 
‘liberal’ view point that contrasted with the others that had arisen in their talk.
Following the interview I was aware that I did not want to present this 
participant as a ‘bad guy’ in the study. Instead there was a strong sense that 
given my own biases and assumptions I needed to be very careful about letting 
the data speak for itself before bringing in contrasting perspectives. It was also 
clear that neutrality would not be easy to maintain in this regard and thus 
honest reflections were required as part of the research and the write-up 
process to enable readers to decide for themselves the impact of the researcher 
on the study and to draw their own conclusions.
Interview nine
This interview was interesting as I felt that beforehand I was positioned as an 
expert in relation to the participant’s naivety around psychosis by the 
participant. I felt that this would need to be managed somewhat during the 
interview to allow the participant to draw upon their own personal expertise in 
this area and to regain some neutrality into my position. In some respects I feel 
this was achieved, yet during the interview was a sense that part of its unique 
contribution would be to offer descriptions around uncertainty and doubt 
around working with psychosis and on the constraints that might be present 
particularly given the perceived limitations of the participant upon their own 
knowledge and training. The interview was also able to offer some unique 
views on the use of a recovery approach with people with psychosis and to 
deconstruct this approach further. Again it was pleasing that the participant 
noted that the interview had been useful in allowing them to explore how their 
practice and that of the wider team might be improved in the future.
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Interview ten
As with the first participant I was worried with the last participant about how 
my having worked briefly with them in a previous job would impact upon the 
interview process. However I did not find myself being positioned into 
particular roles and I feel I was able to remain suitably neutral and unobtrusive 
in the interview. In some ways I also feel that our prior acquaintance helped 
the flow of the interview as interviewer-interviewee rapport was easy to 
establish. Before the interview there was perhaps a hope that I would be able 
to gain data about how a psychologist might particularly work with psychosis. 
This manifested in the interview, but I believe this arose naturally as opposed 
to a result of my expectations. Thus this interview provided particular insights 
into the approach to developing understandings of psychotic experiences 
within an explicitly psychological intervention. This insight included 
descriptions around more systemic work with families and other professionals.
General reflections on the interview process
My general reflections on the interview process include feelings of being
pleased at my ability to develop good interviewer-interviewee rapport and for 
this to be a facilitator in allowing participants to feel safe in describing their 
thoughts and perspectives and to explore their own interests. Most of the 
participants reflected upon how they were worried that they had not been sure 
about how they were meant to respond, or that they felt just ‘waffled through 
the interview’. My sense is that this indicated the interviews were successful in 
that they aimed to employ theoretical sampling strategies but did not overly 
restrict or dictate the path of the interview or participants talk, instead offering 
a space where participants would be free to express their views and engage in 
some deeper reflection around these. There was an added sense that many 
participants perceived the interviews to be cathartic in developing their 
approaches to working with psychosis. I also felt that being aware of my 
potential biases aided me in containing these within the interviews and thus 
limited their ability to intrude upon participants cognitions.
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The analytic process
I would just like to briefly note that that my aim during the analysis stage of 
research was to push my biases aside as much as possible when initially 
exploring the interview transcripts and identifying categories. The first 
preliminary categories were meant to reflect what was explicitly present in the 
text. As the analytic process progressed I then felt it appropriate to draw upon 
my knowledge of literature and psychological concepts in order to refine the 
categories further. With the analytic process moving towards developing more 
theoretical insights, my own positioning was of increasing benefit, providing a 
more reflective and critical interpretation of the data. Moving towards more 
theoretical interpretations was a difficult process for me however. Initially I 
was drawn towards more descriptive accounts, grounding the categories 
closely to the text for fear of misconstruing the data. However, as the analytic 
process continued, it felt as though the method had moved towards one of 
‘collaborative practice’. Thus participants talk was regarded as representing 
their own expertise on their experiences and views. This was then combined 
with my own knowledge and preconceptions in order to develop an 
understanding of the data ‘together’. Perhaps this in turn reflects an experience 
of seeking Mason’s (1993) position o f ‘safe uncertainty’ in moving through 
the interpretative and constructive process. It appears to me that the 
interpretative process is to a degree a subjective one and is in part a reflection 
of my own positioning. My hope is that the impact of this positioning on the 
research is made more explicit by this reflective account and that it is regarded 
as having been useful in the analytic process.
Concluding reflections
The process of conducting this research has required me to engage in activities 
that have developed my own understandings. Taking a large amount of data 
and through interpretive processes, developing understandings and organising 
extracts into coherent categories and concepts has been an enjoyable and at 
times difficult challenge. It is my belief this process will aid my ability to 
engage in activities involving developing understandings, within the role of
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clinical psychologist, and with clients with a range of mental health 
difficulties, including psychotic experiences. Conducting this study has 
increased my awareness of the value of the therapeutic relationship and the 
need to empower people who access mental health services.
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Sussex NHS Research Consortium
P lease  reply to: R esearch  Consortium Office 
Worthing Hospital 
Lyndhurst Road 
Worthing 
W est S u ssex  
BN11 2DH
Mr. Clark H Davison
Trainee Clinical Psychologist
Department of Psychology 
University of Surrey 
AD Building 
Guildford 
GU2 7XH
10/07/2008
Dear Mr. Davison,
RAMC ID: 1079/NOCI/2008
TITLE: An exploration of mental health professionals' experiences of 
working with psychosis.
Thank you for your application to the Research Approval and Monitoring 
Committee (RAMC) for registration for this study.
A sub-committee of the RAMC have considered this study. The documents 
considered were as follows:
NHS REC form parts A and B (unsigned, undated, received 02/05/08) 
NHS Site Specific Information form (signed and dated 18/03/08)
Protocol (version 1 dated 26/01/08)
Interview schedule (version 1 dated 26/01/08)
CV for Clark Davison (unsigned and undated, received 04/05/08) 
Brighton West REC approval letter (signed and dated 10/06/08, received 
07/07/08)
• E-mail from Clark Davison with clarifications (received 23/06/08)
I am pleased to tell you that the study was registered, and so may proceed. 
This registration is valid in the following Organisations:
• Sussex Partnership NHS Trust
Your RAMC registration is valid providing you comply with the conditions set 
out below:
1. You commence your research within one year of the date of this letter. If 
you do not begin your work within this time, you will be required to resubmit 
your application to the committee.
2. You notify the RAMC by contacting me, should you deviate or make
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changes to the RAMC approved documents.
3. You alert the RAMC by contacting me, if significant developments occur as 
the study progresses, whether in relation to the safety of individuals or to 
scientific direction.
4. You complete and return the standard annual self-report study monitoring 
form when requested to do so at the end of each financial year. Failure to do 
this will result in the suspension of RAMC approval.
5. You comply fully with the Department of Health Research Governance 
Framework, and in particular that you ensure that you are aware of and fully 
discharge your responsibilities in respect to Data Protection, Health and 
Safety, financial probity, ethics and scientific quality. You should refer in 
particular to Sections 3.5 and 3.6 of the Research Governance Framework.
6. You ensure that all information regarding patients or staff remains secure 
and strictly confidential at all times. You ensure that you understand and 
comply with the requirements of the NHS Confidentiality Code of Practice, 
Data Protection Act and Human Rights Act. Unauthorised disclosure of 
information is an offence and such disclosures may lead to prosecution.
Please contact the Consortium Office if you wish this approval to be extended 
to cover other Consortium Organisations; such an extension will usually be 
agreed on the same day. We also have reciprocal arrangements for 
recognition of Research Governance approval with some other NHS 
Organisations; such an extension can usually be arranged within ten working 
days.
Good luck with your work.
Yours sincerely,
Mrs Helen Vaughan
Senior Research Governance Officer
Email: helen.vaughan@ w ash.nhs.uk 
T e l :  0 1 9 0 3  2 8 5 2 2 2 x 4 1 9 0  
F a x :  0 1 9 0 3  2 0 9 8 8 4
cc Jane Dallender, R&D Facilitator, Sussex Partnership NHS Trust
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Dr Mark Cropley
Chair: Faculty of Arts and Human S ciences Ethics 
Committee 
University of Surrey
Clark Davison
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey
25*" June 2008
Dear Clark
Reference: 242-PSY-08
Title of Project: Mental Health professionals’ experiences of 
psychosis
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given 
favourable ethical opinion.
If there are any significant changes to this proposal you may need to 
consider requesting scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Mark Cropley
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Brighton W est Research Ethics Committee
NHS Brighton & Hove 
1 St Floor, Prestamex House 
171-173 Preston Road 
Brighton 
East Sussex 
B N l6AG
Tel: 01273 545371 
Fax: 01273 545372
25 November 2009
Mr Clark Davison 
University of Surrey, 
Department of Psychology 
AD Building 
Guildford, Surrey 
GU2 7XH
Dear Mr Clark Davison
Study title:
REC reference: 
Amendment number: 
Amendment date:
An exploration of mental health professionals' experiences 
of working with psychosis 
08/H1111/25 
1
20 October 2009
The above amendment was reviewed on 23 November 2009 by the Sub- 
Committee in correspondence.
Ethical opinion
The members of the Committee taking part in the review gave a favourable 
ethical opinion of the amendment on the basis described in the notice of 
amendment form and supporting documentation.
Approved documents
The documents reviewed and approved at the meeting were:
Document Version Date
Participant Information Sheet 3 20 October 2009
Protocol 2 20 October 2009
Notice o f Substantial Amendment (non-CTIMPs) 1 20 October 2009
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Membership of the Committee
The members of the Committee who took part in the review are listed on the 
attached sheet.
R&D approval
Ail investigators and research collaborators in the NHS should notify the 
R&D office for the relevant NHS care organisation o f this amendment and 
check whether it affects R&D approval o f the research.
Statement of compliance
The Committee is constituted in accordance with the Governance
wz/A /Ag f  mcgzfwrgjybr T^ gjgarg/z Ef/zzcj Co7M7MZ//gg.y m
rAg f/X.
I  |0 8 /H llll/2 5 :
correspondence
Please quote this number on al
Yours sincerely
Ms Michelle Roman
Committee Co-ordinator
E-mail: michelle.roman@bhcpct.nhs.uk
Enclosures: List o f  names and professions o f members who took part in the review
Copy to. Miss Aimee Cox
q/)?gg coM/og/ybr W775 corg orgOMz.yorfOM 0 / /gW ^ z/g/
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Brighton West Research Ethics Committee 
Attendance at Sub-Committee of the REC meeting on 23 November 2009
Name Profession
Dr Andrew Nayagam Consultant in GU/HIV Medicine Expert
Dr Jeremy Quiney Consultant Chemical Pathologist Expert
#]
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Appendix 3. -  E-mail for Recruitment
Dear all,
Many thanks for allowing me to present my research project (looking at 
your experiences of working with people with psychosis) to you at your 
business meeting on XXX.
I have now obtained ethical approval to conduct the study (from both 
NHS ethics and the University of XXX).
I am now hoping to arrange time to meet with you for an interview 
lasting approximately 1 hour.
Below are some dates  on which I would be able to organise a meeting 
at your convience (in terms of time and location). My suggestion would 
be to arrange meetings in a private room at your place of work.
Possible dates for interview (currently any time of the day would 
be possbile on these dates):
XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX
XXX
XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX
XXX 
XXX XXX
I would be very grateful if you could check your diary and identify a 
date and time when we could meet together for the interview. If
there are no dates  that you can make please let me know and I can try 
to organise something around your commitments.
I have attached a copy of the presentation and information sheet to this 
e-mail for those people who weren't at the meeting and as  a refresher 
for those who were.
I hope to hear from you soon.
Many Thanks,
XXX
XXX
University of XXX 
Mobile: XXX
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Appendix 4. -  Information Sheet
Participant Information Sheet 
An exploration of mental health professionals’ 
experiences of working with psychosis 
Introduction
I would like to invite you to take part in a research study. Before you 
decide you need to understand why the research is being done and 
what it would involve for you. Please take time to read the following 
information carefully. Talk to others about the study if you wish. Please 
ask me if there is anything that is not clear or if you would like more 
information.
This research is investigating individuals’ experiences of working with 
psychosis a s  part of their roles as  mental health professionals.
Why am I carrying out this research?
The project is part of my Clinical Psychology Doctorate at the 
University of XXX. It is hoped that the research could provide useful 
information regarding how mental health professionals have 
experienced developing an understanding of psychotic experiences 
and how they have experienced negotiating an understanding of 
psychotic experiences with the people they work with. It is hoped that 
this will allow us to begin to develop an understanding of how these 
experiences are perceived.
Why have you been invited?
You have been invited to participate in the study as  you have been 
identified as  an individual who is working with psychosis a s  part of their 
role a s  a mental health professional. In total the research project is 
aiming to recruit 10 participants who fill these criteria. Participants are 
being recruited from the XXX Community Mental Health Team, XXX 
and the XXX Early Intervention Team, XXX.
Do I have to take part?
It is up to you to decide. I will describe the study and go through this 
information sheet, which I will then give to you. I will then ask you to 
sign a consent form to show you have agreed to take part. Your 
participation in this project is entirely voluntary. You have been 
approached only because  you meet the criteria for the study. If you do 
not wish to take part, you do not have to give a reason and you will not 
be contacted again.
If you do agree to take part but later change your mind, you are free to 
withdraw at any time, without giving a reason. If you decide after 
participating that you do not want your responses to be used, you are 
free to contact me at the address below to withdraw.
What will I have to do if I take part?
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You will be asked to attend an interview with myself. The interview will 
last for approximately one hour and will be audio-recorded. A private 
room will be arranged at your place of work where the interview will 
take place. This will form the length of your involvement in the 
research. It is hoped that the research study will be completed (when 
the research has been written-up) in XXX. Examples of questions you 
might be asked include:
• What do the terms psychosis and psychotic experiences mean to 
you?
• What are your experiences of working with people with psychosis?
• Have you any thoughts around having a shared understanding of 
psychotic experiences with the people you work with?
After all of the interviews have taken place, the research will be written 
up into a thesis, and subsequent attempts will be made to publish the 
findings in a national psychology journal. If you wish to be given a copy 
of the thesis please inform me and I will arrange for a copy to be sent 
to you.
If you decide to participate, as  part of the feedback you will be invited to 
attend a presentation to your team. This will involve me feeding back 
some of the results of the research. A shortened report will also be 
prepared and you will receive a copy of this which you may then 
disseminate as  you wish (e.g. to other colleagues, local community).
Will my taking part in the study be confidential?
All information which is collected about you during the course of the 
research will be kept strictly confidential and your anonymity will be 
retained. I will transcribe the interview personally. My university 
supervisors, XXX and XXX, will see  the transcription of the interview. 
However, the transcript will be anonymous. Each transcript will be 
allocated a code and the transcripts and code book will be stored 
separately within locked facilities at the University of XXX.
Your responses will be used only for the research, and nobody will 
know your individual answers to any of the questions. It is likely that I 
will use quotations in the written report of the research and subsequent 
publications. If I do quote you, your name would not be linked to the 
quotation.
Transcription material and analysis will be retained for 10 years within 
password protected documents on computers at the University of XXX. 
No personal details will be kept.
Are there any disadvantages of taking part?
It is possible that you may not be comfortable answering questions 
about your experiences. P lease remember that nobody will s e e  your 
answers, but if you feel uncomfortable, you can choose not to answer 
the question and we will move on. If you do not want to continue, you
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are free to terminate the interview at any time and your answers will not 
be used as  part of the study.
If you have a concern about any aspect of this study, you should ask to 
speak  to the researcher who will do their best to answer your questions 
(see contact below). If you remain unhappy and wish to complain 
formally, you can do this through the NHS Complaints Procedure.
Thank you.
R esearcher :  XXX, XXX, University of XXX, XXX. Telephone: XXX
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A p p e n d ix  5. -  C o n s e n t  F o rm
Centre Number:
Study Number:
Participant Identification Number for this study:
CONSENT FORM
Title of Project: An exploration of mental health professionals’ 
experiences of working with psychosis.
Researcher: XXX
1. I confirm that I have read and understand the
information sheet dated XXX (version -  1) for the above 
study. I have had the opportunity to consider the 
information, ask questions and have had these answered 
satisfactorily.
2. I understand that my participation is voluntary
and that I am free to withdraw at any time without giving 
any reason, and without my rights being affected.
3. I agree to take part in the above study, for the
interview to be taped (audio), and for direct quotes to be 
used in the final report and publications.
P lease initial 
box:
Name of Participant Date Signature
Name of Person 
taking consent
Date Signature
When completed, 1 for participant; 1 for researcher site file
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Appendix 6. -  Interview Schedule: Version 1
Interview Schedule 
Please note that approach taken to develop the interview schedule 
was consistent with the approach of Charmaz (2006):
- Broad, open-ended, non-judgemental questions loosely guiding 
interviews.
- Prompts and probes included to frame questions more explicitly and 
aid participants in articulating their intentions and meanings.
- Participants asked to clarify details and elaborate on their
responses in order to explore areas  of interest in depth.
The interviewer is able to shift the conversation, follow hunches, and 
aims to go beneath the surface of described experience.
Introduction to the interview
R esearcher will introduce themselves to the participant, thanking them 
for attending and for agreeing to take part in the interview.
Researcher will re-familiarise the participant with the aims of the 
research.
Researcher will then begin the interview, including the starting of the 
audio-recording. Researcher will explain that if any of the questions do 
not seem  relevant, then the participant should tell the researcher so 
that they can expand or move on as  the participant wishes.
Interview questions
The rest of the interview will adapt depending on the responses of the 
participant. However some prompt questions are below which might 
help to move the conversation forward or allow for further exploration of 
the research area.
Personal understanding:
o How long have you worked as  a mental health professional?
Prompt: in your current capacity? How long have you worked for 
A/HS?
o What do the terms psychosis and psychotic experiences mean to 
you? How do you define them? 
o How have you come to this understanding? 
o Do you think there are any other ways of understanding psychotic 
experiences?
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o Have you any ideas around an explanation for psychotic 
experiences?
Prompt: Things you have read? Things you have been taught? 
Your own ideas?
o Have you any thoughts on what it might be like to have psychotic 
experiences?
Prompt: What the experience might feel like? What you might 
think about it? 
o Have you any personal experiences of psychosis?
Prompt: Yourself? Family members? Friends?
Working with psychosis:
o Could you tell me a little about your experiences of working with 
people with psychosis?
Prompt: What does it involve? What do you do? How do you go 
about it?
o How might you work with som eone in dealing with their psychotic 
experiences?
Prompt: What would it involve? What would you do? How would 
you go about it? 
o Do you have a particular way of working with psychotic 
experiences?
Prompt: What do you do? How do you go about it? Is this 
different from what others might do? 
o How does the service or team in which you work, work with 
psychosis?
Prompt: What do they do? How do they go about it? How is it 
organised?
o Have you any thoughts around support for people experiencing 
psychosis?
Prompt: Is there any support? What does it consist of?
Talking about psychosis with others/developing a shared 
understanding:
o Have you ever spoken to someone with whom you were working 
about their psychotic experiences?
Prompt: Have you ever had a conversation about what they 
were going through? What they thought about it? How they were 
dealing with them? 
o What was it like to hear people talk about psychotic experiences?
Prompt: How did you feel? What did you think? 
o Have you any thoughts around having a shared understanding of 
psychotic experiences with the people you work with?
Prompt: About finding a way to talk about things together? About 
having a similar way of understanding what is going on? About 
having a set of beliefs that you both share?
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o Have you any thoughts on the views of people who have psychotic 
experiences?
Prompt: How might they feel about them? What might they think 
about them? What might their beliefs be? 
o What kinds of beliefs do you think people with psychosis might hold 
about their psychotic experiences?
Prompt: How do they make sense of them? 
o Do you have any thoughts about how these beliefs might differ from 
you own?
Prompt: Would you share the same beliefs?
General prompt questions:
o Have your views on this changed over the course of time? 
o Have you always had this view? 
o Can you tell me any more about your thoughts on this?
Possible questions to conclude the interview:
o Are there any issues related to these topics that we have not covered, 
but that you feel are important?
o How do you feel about psychotic experiences after taking part in 
this interview?
o How did you find the questions?
o Were they relevant to you or are there other questions that you would 
have liked to have been asked? 
o Is there anything you would like to ask me?
Ending the interview
The researcher will inform the participant when they are reaching the 
end of the allotted time for the interview. They will then end the 
interview, stop the audio-recording and thank the participant for their 
participation. Time will be left at the end of the interview for the 
participant to be able to answer any questions they might have.
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Appendix 7. -  Interview Schedule: Version 2
Interview Schedule 
Please note that approach taken to develop the interview schedule 
was consistent with the approach of Charmaz (2006):
- Broad, open-ended, non-judgemental questions loosely guiding 
interviews.
- Prompts and probes included to frame questions more explicitly and 
aid participants in articulating their intentions and meanings.
- Participants asked to clarify details and elaborate on their 
responses in order to explore areas  of interest in depth.
The interviewer is able to shift the conversation, follow hunches, and
aims to go beneath the surface of described experience.
Introduction to the interview
Researcher will introduce themselves to the participant, thanking them 
for attending and for agreeing to take part in the interview.
Researcher will re-familiarise the participant with the aims of the 
research.
Researcher will then begin the interview, including the starting of the 
audio-recording. Researcher will explain that if any of the questions do 
not seem  relevant, then the participant should tell the researcher so 
that they can expand or move on as  the participant wishes.
Interview questions
The rest of the interview will adapt depending on the responses of the 
participant. However som e prompt questions are below which might 
help to move the conversation forward or allow for further exploration of 
the research area.
Personal understanding:
o How long have you worked as  a mental health professional?
Prompt: in your current capacity? How long have you worked for 
me /VMS?
o What do the terms psychosis and psychotic experiences mean to 
you? How do you define them? 
o Has your understanding changed over time?
Prompt: Training? Life experience?
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o Do you think there are any other ways of understanding psychotic 
experiences?
o Have you any ideas around an explanation for psychotic 
experiences?
Prompt: Things you have read? Things you have been taught? 
Your own ideas?
o Have you any thoughts on what it might be like to have psychotic 
experiences?
Prompt: What the experience might feel like? What you might 
think about it? 
o Have you any personal experiences of psychosis?
Prompt: Yourself? Family members? Friends?
Working with psychosis:
o How might you work with someone in dealing with their psychotic 
experiences?
Prompt: What would it involve? What would you do? How would 
you go about it? 
o Do you have a particular way of working with psychotic 
experiences?
Prompt: What do you do? How do you go about it? Is this 
different from what others might do? 
o How does the service or team in which you work, work with 
psychotic experiences?
Prompt: What do they do? How do they go about it? How is it 
organised?
o Have you any thoughts around support for people having psychotic 
experiences?
Prompt: Is there any support? What does it consist of?
Talking about psychosis with others/developing a shared 
understanding:
o Have you ever spoken to som eone with whom you were working 
about their psychotic experiences?
Prompt: Have you ever had a conversation about what they 
were going through? What they thought about it? How they were 
dealing with them? 
o What was it like to hear people talk about psychotic experiences?
Prompt: How did you feel? What did you think? 
o How do you find these  conversations?
Prompt: Why do you have them? Are they useful? Does it help? 
o Have you any thoughts on the views of people who have psychotic 
experiences?
Prompt: How might they feel about them? What might they think 
about them? What might their beliefs be? 
o What kinds of beliefs do you think people with psychosis might hold 
about their psychotic experiences?
Prompt: How do they make sense of them?
Major Research Project
295
o Do you have any thoughts about how these beliefs might differ from 
your own?
Prompt: Would you share the same beliefs? 
o What do you think influences people to have different views? 
Prompt: e.g. Culture, Race, Sex, Religion, Media, Service, 
Family?
o How do you work with different views?
Prompt: What is helpful/difficult? Is the therapeutic relationship 
important? What makes a good relationship?
o Is it important to have a shared understanding?
Prompt: To find a way to talk about things together? To have a 
similar way of understanding what is going on? To have a set of 
beliefs that you both share? 
o Do you work with anyone else other than the client in your work? 
Prompt: Have you any thoughts about their views? How do you 
manage different views? What is helpful/difficult about working 
with others?
General prompt questions:
o Can you tell me any more about your thoughts on this? 
o Could you give me an example of this?
o What is it about this that sticks in your mind?
o Can you describe this thing (e.g. ‘common ground’) for me?
Possible questions to conclude the interview:
o Are there any issues related to these topics that we have not
covered, but that you feel are important?
o How do you feel about psychotic experiences after taking part in 
this interview?
o How did you find the questions?
o Were they relevant to you or are there other questions that you 
would have liked to have been asked? 
o Is there anything you would like to ask me?
Ending the interview
The researcher will inform the participant when they are reaching the 
end of the allotted time for the interview. They will then end the 
interview, stop the audio-recording and thank the participant for their 
participation. Time will be left at the end of the interview for the 
participant to be able to answer any questions they might have.
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Appendix 8. -  Transcript One with Notes and Emerging Category Titles 
Initial list of line-by-line codes (from transcript one): Titles (initials)
AD=Age difference
C=Causes 
CD=Cause: Drugs 
CH=Can’t help 
COL=Collaboration 
CPD=Cause: Personality disorder 
CRPB=Responsibility: Client 
CS=Cause: Stress 
CVP=Changing views of 
professionals 
DA=Different approach 
DO=Difference of opinion 
D/S=Different significance 
E=Experience of psychosis 
ED=Experience: Distress 
EN=Experience: Normality 
EP=Experience positive 
ER=Experience removed 
ESU=Experience: Speeding up 
FI=Family impact 
FP=Fear of psychosis 
GI=Getting information
ASD=Diagnosis of autistic spectrum 
disorder
CB=Cause: Biology 
CF=Cause: Family 
CMI=Cause: mental illness 
Cons=Constraints 
CR=Cause: Religion/spiritual 
CRRS=Crisis Resolution 
CV=Changing views 
D(+/-)=Defmitions
Diag(+/-)=Diagnosis 
DS=Developing service 
DTP=Different to the past 
EB=Evidence base 
EIA=Early intervention approach 
Eng(+/-)=Engagement 
EPSY=Experience: Psychological 
ESD=Experience: Slowing down 
EV=Experience: Variety 
FM=Finding meaning 
FPro=Fear of professionals 
GS=Giving space
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HTD=Hard to describe experiences HTI=Hard to identify
I(+/-)=Intervention 
IF=Intervention: Functioning
IE=Intervention: Education 
IFW=Intervention: Family work
IH=Intervention: Restoring hope IM=Intervention: Medication
IN=Intervention: None INS(+/-)=Insight
IOF=Intervention: Old fashioned IOS=Impact on self
IP(+/-)=Imagining psychosis 
IV=Intervention: Variety of 
responses
LI=Length of illness
MMC=Meaning-making: 
Constructive 
NA=Not available 
OP=Outside of the psychosis
PB=Professional background
PE=Personal experience 
P-F=Professional-family links 
POK=Passing on knowledge
POW=Power issues 
PROG=Prognosis 
PT=Professional tensions 
SI=Society impact
IPSY=Intervention; Psychology 
L=Listening
MM=Meaning-making
MMV=Meaning-making: Variability
NTE=Not talking about experience 
OT=Occupational therapy 
PBS=Professional background in 
psychosis
PDL=Perception depends on label 
Plan=Planning ahead 
POP=Putting self in another’s 
position
PRPB=Responsibility: Professional 
PRY=Role of psychiatry
S=Symptoms 
SIT=Stuck in thinking
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SR=Symptom: out of touch with 
reality
SSym=Similar Symptoms 
SU=Shared understanding
SUP-I=Service user perspective: 
Intervention
SUV=Shared understanding: 
Variability
TE=Talking about experiences 
UA=United approach 
WI=Withholding information
SS=Significance of symptoms
ST=Stopping treatment 
SUP-E=Service user perspective: 
Experience
SUS=Setting up the service 
TAT=There and then experiences
Time=Time: Pressure/decisions
WH=Wanting help
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Transcript one with left and right margins and focused codes*
*Note: Focused codes are presented within the text and underlined in square 
brackets [ ]
Notes Transcript Titles
(Initials)
Professional 
background -  adult 
and children work.
1. Researcher: So the first question is just a very kind 
o f open question, which is just kind o f thinking about 
kind o f how long yo u ’ve actually been working as a 
mental health professional?
Moving from adult 
mental health into
2. Participant: Yes. As you know doctors get into it 
gradually and 1 started my psychiatric training as such 
and paediatrics and various other things in Oxford in
PB
children work. Full 1988.
time training with 3. Researcher: Oh right ok.
children.
Previous work in some 
ways has been 
reframed into the
4. Participant: So that probably counts cause that’s 
adult mental health and I moved over to children 
obviously and there are other bits of children work in 
that time but I had full time children’s training from 
1993.
PB
current Early 
Intervention team.
5. Researcher: Right ok. And how long have you 
worked in your current capacity in the early 
intervention team?
Evolution o f a 
developing service. 
Involvement in setting 
up an Early 
Intervention Service 
(Setting up service). 
Move from lone
6. Participant: Well as long as it’s existed but of course 
in a way we used to before. So I did a bit of an operation 
from the year or so before with XXX, he was a 
consultant nurse who joined me in seeing people. This 
team...I can’t remember...is it about 2 years I think.
Yes it’s probably about that. So I mean and I used to I 
have a lot quite of young people with psychosis ever 
since, certainly when I was in XXX there was 
period.. .and I was in XXX from 2001. So I’ve been 
trying to do this on my own and then XXX joined and 
now we’ve got a whole team for it.
DS
SUS
PBP
working to working 
with a team. Working
7. Researcher : Right I  see and I  guess i t ’s just kind o f  
gof Azggg/".:'
with lots o f young 8. Participant: Yes. DS
people with psychosis
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(Professional 
background in 
psychosis).
Psychosis not well 
defined. Used as 
others are worse. Some 
terms may be false. 
Cause: mental illness. 
Cause: Biology. 
Symptom: out of 
touch with reality. 
Psychiatric 
definitions -  defining 
psychotic experiences. 
Different 
manifestations of 
psychosis.
Significance of 
symptoms changes. 
Types of symptoms. 
Cause: drugs.
Length of illness 
varies.
Definition as dementia 
pre-cog.
Can’t help -  chronic. 
Intervention: 
medication (use of) -  
can’t help in certain
9. Researcher: So maybe i f  I  could ask you kind o f  
mean from your perspective?
10. Participant: Yes. As you will no doubt know they 
are not terribly well defined terms they can confuse 
people, but we use them partly because other terms are 
worse and assume things which are not necessarily true. 
So psychosis is the term we use when people have some 
symptoms which sound as though they’re about mental 
illness or caused by some organic change in their brain 
or whatever. Which is largely about being out of touch 
with reality. [Negotiating the use of terms and 
definitions around psvchotic experiences. Presenting a 
rationale for the existing usage of terms that are used.l
11. And we’ve got as you know in psychiatry we have a 
number of definitions of particular experiences of types 
of delusion, hallucination, what the significance are. We 
give more significance to some than others and say 
they’re more clearly psychotic than other accounts. 
[Differing definitional significance across svmptoms: 
The differing ease with which something can be referred 
to as psvchotic. 1
12. So yes it’s largely about delusions, hallucinations, 
passivity, experiences and so forth and within that there 
are first rank symptoms which we give more rating to. 
But we would also count as psychotic someone who is 
having similar experiences which are drug caused or for 
some other physical reason. [Differing beliefs around 
causation resulting in perceived to be similar 
experiences and same term used.l
13. So they can be brief episodes. It doesn’t mean, you 
know, life time deteriorating illness that you used to in 
the dementia pre-cog type of days. It means for a lot of 
people a relatively brief episode, for some a relapsing 
illness, some unfortunately are chronic...state where 
they remain psychotic and you can’t, you know, 
medication can’t help or they don’t use it or whatever. 
[Varying trajectories of psvchotic experience.
Distinction between people who are ‘chronic’ and those 
who are not in terms of whether thev can be helped.l
D
D(-/+)
CMI
CB
SR
PRY
D/S
88
D/8
88
CD
LI
D
LI
OH
IM
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chronic examples. 
Researcher making 
judgements about what 
participant has said?
Similar symptoms in
other disorders.
Cause: personality 
disorder - same 
phenomenology but 
not the same or treated 
the same.
Cause: stress -  
resistance to using the 
term 'psychosis’ in 
certain circumstances. 
Definition/cause can 
affect the prognosis.
Making a link between 
personal experience 
and experience of 
psychosis. Limitations 
of imagining 
psychosis.
Variety of
14. Researcher: Yeah. And you kind o f mentioned I  
guess some ideas about kind o f what might cause those 
experiences to kind o f happen I  guess. So organic 
change you kind o f said, alcohol and kind o f substance 
misuse I  guess. Any other ideas maybe about kind o f  
what actually makes these experiences happen or why 
people have these experiences?
15. Participant: Well we have kind of fairly similar 
experiences in people who have, you know, post 
traumatic stress or have personality disorders and they 
are distressed and so on. Indeed in personality disorders 
we would call that psychotic in its genuine 
phenomenology although it’s not necessarily the same 
or treated the same way. [Importance of subjective 
perception. Example of differing beliefs around 
causation leading to same use of terminology but 
different approach to treatment.! 1 guess if we’re talking 
about stressful life events which are kind of temporary, 
we wouldn’t over egg the psychotic side of it really. So 
you might say that someone’s delirious or whatever, use 
some other term. [Example of differing beliefs around 
causation leading to wariness about applying ‘psychotic’ 
label: in this case a temporary presentation perhaps 
leading towards using an alternative term - Experiential 
but not necessarily ontological overlap across contexts 
of distress and disorder. 1 But 1 mean the fact is the 
experience themselves is psychotic then you can say so. 
It’s just the prognosis that’s different. [Example of 
differing beliefs around causation leading to same use of 
terminology but different perceptions around prognosis 
-  differentiation between experience and prognosis.]
16. Researcher: Yeah. Yeah. Ok I ’m wondering i f  yo u ’ve 
kind o f got any ideas about what it might be like to 
experience psychotic symptoms?
17. Participant: Actually you help me by your questions 
there a bit because 1 can remember being delirious 
myself. 1 can imagine it might be to some extent similar. 
[Appeal to analogous personal experiences.! And when 1 
had measles 1 put candles all over the place and asked 
people to put them out and so forth. That’s along time 
ago though. It is hard to imagine to be honest the sort of 
variety of experiences that people have and the sort of 
variety of extent to which they are distressed by them. 
And there are some people live who live with 
experiences which you know are hallucinatory and yet 
are quite content to do that really, without planning any
SSYM
CPD
C
SSYM
PDL
CS
D
D(-)
PROG
E
PE 
IP (-) 
EV 
ED 
IN 
ED
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experiences and 
experiencing distress. 
No intervention. 
Needing to put 
yourself in another’s 
position -  getting the 
service users 
perspective (this is 
important) -  what 
they want.
Professional 
responsibility to 
understand.
Different significance 
of symptoms. Looking 
at things outside of the 
psychosis.
Imaging psychosis. 
Distinction between 
words and finding 
meaning. L istening-  
but doing more than 
this: gaining 
information and using 
the data. Measuring 
distress -  experience: 
distress. Service user 
perspective on the
treatment. And other people who are just driven to 
complete distraction and quite severe distress by the 
symptoms. IVarving implications of svmptoms for 
distress.1 So there is a huge variety and I can’t imagine I 
suppose very easily, myself being in all those different 
positions. However it is my job to put myself in that 
position to some extent to judge you know the most 
likely thing to help. And to what extent they are actually 
asking for that. And to what extent they want to involve 
other people in that. It’s quite important to try and get 
that right. IDifficultv but necessity of developing 
empathie understanding.]
.So zf /z^ g zf  ^jqy...pj}/c/zpfzc
experiences are, you know, on a kind o f wide range 
o f ...I suppose on a spectrum, I  suppose in guess in a 
way.
19. Participant: A spectrum of significance. Yes. And of 
course the nature of them doesn’t necessarily determine 
that significance. [Differentiation and interplay between 
nature of experiences and life factors: the impact and 
significance of this on the person with these 
experiences.! We have to deal with other dimensions of 
people’s lives as well.
20. Researcher: Could you tell me a bit about how you 
kind o f might work with someone with psychotic 
gxpengMcgj?
21. Participant: Well I suppose again you’ve kind of 
prompted me by asking me what it’s, what I’m, how 
I’ve, whether I can imagine it myself. Because I think 
that really is an important skill to try and put yourself in 
that position therefore to imagine what is this...it like 
for the other person and what in that situation they are 
looking for. So that’s the first thing which is kind of 
about listening but it’s all about taking all the data 
you’ve got and trying to understand where someone is 
coming from really and what it is they are actually 
saying more than just the words. [Importance of striving 
for empathie understanding through listening attentively 
and with discernment.! And that is about picking up 
distress partly, so it’s about measuring people’s 
urgency, measuring people’s distress, getting some idea 
about how they think about treatment for instance. I 
mean whether, we’re much more careful about entering 
talk about drug treatments for instance, with people who 
haven’t really thought that way and actually they are not
IP(-/+)
PRPB
POP
SUP-1
S 3
OP
IP(+)
POP
IP{+)
SUP-E
G1
FM
SUP-E
FM
ED
SUP-1
IM/ED
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experience and 
intervention. 
Intervention 
medication.
Psychosis as mental 
illness -  schizophrenia 
and bipolar.
Is the intervention 
worth it? 
Psycho-education 
around the use o f drugs 
-  Intervention: 
education. 
Intervention: 
medication -  success 
and advantages vs. 
disadvantages. 
Difference of opinion. 
Don’t want to continue 
medication.
Family impact on 
psychosis. Use of 
family work. 
Intervention: 
psychology. 
Intervention: family 
work.
Professional tension -
different opinions -
that distressed and so forth. However there are people 
who come desperate for some drug treatment so it’s a 
different situation. [Differences between clients 
perceptions around treatment.l I have seen as many 
people who have, I suppose, become psychotic through 
the misuse of substances as I do who have what might 
appear schizophrenic or bi-polar illness. And so with the 
substance misuses, treatment can be as simple as do they 
actually want to change their way of life to that degree 
and is it worth their while. And to some people that’s 
something about helping them to understand that with 
cannabis they are likely to have ongoing symptoms for 
sometime. Longer than you’d expect. [Working with 
different levels of knowledge around psvchotic 
experiences: raising a clients understanding to the level 
of the professional in order to work with them -  
professional in expert position. 1
22. If we’ve entered into treatment and had success with 
treating psychotic symptoms and we believed that was 
about a mental illness, then the territory moves over 
towards finding some engagement whereby they can 
continue that treatment long enough, although some 
people are very reluctant to. Although we also see 
people who are very reluctant to stop it because it had 
been so helpful when we think actually it might be 
worth stopping. But on the whole people are very 
reluctant to go on with treatment as far as medication 
goes. Psychologically and in terms of family work 
particularly becomes all the more important when you 
see, you know, for instance effecting the family which 
are likely to bring about similar relapse, you know, 
whether they’re.. .um there are people who are in a way 
getting close to being on their back or whatever, more 
than is comfortable. Although people actually get into 
arguments with um .. .And then you’re in a bit of a 
difficult position because as a professional you can often 
sympathise with the kind of parental view that they need 
to co-operate, because on the other hand you know that, 
you know, if it’s the parents that are going to be doing 
it, it isn’t going to work. [Professional being pulled 
towards taking a more parental stance with voung 
people with psvchosis: noticine this and at the same 
time trving to resist this pull.l So that’s the skill in 
family work with psychosis. So we see that as a way to 
lead on our mainline cases in Early Intervention in 
Psychosis. However it’s not always allowed to us.
People aren’t always willing for us to work with their 
parents. There’s definitely, I suppose in a way it’s______
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family and client. 
Approach of the 
Early Intervention 
Team.
Intervention: 
psychology -  depends 
on whether the service 
user wants this.
Looking at peoples 
functioning -  
intervention: 
functioning.
Society has an impact 
-  can exclude people 
who experience 
psychosis. Negative 
prognosis.
Old fashioned 
approach.
Not your decision -  
power issues. 
Difference o f opinion. 
Working in a different 
approach.
Role o f psychiatry. 
Difference o f opinion 
between professionals.
probably a minority in whom I would say that we would 
be doing an assessment about psychological measures 
and working one-to-one about their psychotic 
symptoms. However with those we take on we would 
almost always get some psychological opinion about 
relapse. So, you know, psychological work as such, it 
depends on the consent, what do you want to do. 
rRecoenisine the value of working psvcholoeicallv with 
people but difficulties in working in this wav: resistance 
from the client to work in this wav?l That it’s certainly 
valued. I mean a lot of treatment. It was treatment you 
asked about wasn’t it?
24. Participant: A lot of treatment is actually about 
people’s position in life and whether they can continue 
with their schooling as it is with my people, or with their 
work. And to what extent society organises itself to 
exclude. [Interplay with life factors: the impact of 
different social contexts on prognosis.! Perhaps that’s 
the best way to put it, cause the evidence is that in 
societies where the society doesn’t organise in this way, 
then people do better. However it does just feel like very 
often the people we are dealing with have begin to drift 
and that seems to be institutionalisation and social 
trends seem to be large factors in prognosis. That’s what 
we’re dealing with.
25. Researcher: Yeah. Do you think that your approach 
differs maybe from other peoples approach?
26. Participant: I’m still working in quite an old 
fashioned way. So one of the experiences in the Early 
Intervention Team is that you have to manage that 
somehow and to some extent the authority’s not always 
in your hands, you know, it’s even more so with 
substance misuse. You see people who aren’t prepared 
to think in a dual diagnosis way and you’re essentially 
telling people go away and stop using your drugs and 
then maybe I’ll see you about treatment and so forth.
[The limitations of professional authority: power 
relationship with clients.!
27. And in psychosis I’ve heard and adult mental health 
psychiatrist talking as though, you know, none of their 
patients have a chance of getting better. Also when 
people have been admitted there’s sometimes quite a bit 
of repair work to do in terms of restoration of hope._____
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Can’t get better. 
Intervention: 
restoring hope. 
Inappropriate use of 
diagnostic terms.
Not discussing 
diagnosis with client -  
not talking ahout the 
experience. Different 
way o f using terms 
such as schizophrenia 
-  educational 
approach. 
Mis-diagnosis.
Service user 
perspective.
Impact o f the media. 
Different approaches 
to working with 
psychotic experiences. 
Early Intervention 
approach -  united 
approach.
Psychiatry -  not good 
thing?
Contol taken away -  
higher authority.
Who makes the 
decision?
Diagnostic terms may have been used sometimes
inappropriately. Sometimes quite appropriately but on 
the other hand quite unkindly and without properly 
managing that. So we’ve had people who have a copy of 
the discharge summary after they’ve left and nobody’s 
actually talked about what schizophrenia is and 
suddenly they see they’ve got schizophrenia, poor kids. 
Whereas we wouldn’t have used the term however we 
would have talked with them about the terms that are 
around with them and would explain their prognosis 
which would on the whole be a lot more positive than 
would think from just getting this ‘oh you’ve got 
schizophrenia’. [Combating different and more 
pessimistic professional opinions and perceived bad 
practice: the need to develop optimism, hope and 
understanding.!
28. Another experience we have is that people have 
actually got more affective conditions and yet they 
present in a way that’s psychotic and is taken as 
schizophrenia and indeed meets the criteria and yet by 
the time you realise the affective component of it the 
prognosis is better. So yeah. There’s a quite a lot 
of.. .we work in where people are at from either their 
own perspectives, from what they get from the media, 
from what people around them say, what the fashion 
was, so it could feel quite damning. So yes there are 
differences. [Starting at the point of understanding from 
the client and competing against other informants: 
building up from this towards a greater level of 
understanding more on a level with that of the 
professional.!
2 9 .1 think in our team as far as I know we have a fairly 
united approach because it’s been bom out of this early 
intervention philosophy. So that isn’t generally a 
problem. And even with GP’s they’re often, they’re 
generally very understanding what to do about when 
working with them. [Shared philosophical 
understandings leading to a shared set of practices.! So I 
suppose I’m not really selling my own profession very 
well at the moment in terms of adult mental health. 
Maybe it’s because it’s been difficult for us to, that so 
often, you know, how someone’s being treated is out of 
your hands because now there’s a real psychiatrist 
involved and, you know, all your work is up in arms, 
because they’re deciding how to manage people or 
whatever, we’re at risk of that in Early Intervention all 
the time, to get it sorted. [The limitations of professional
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Features o f an Early 
Intervention Approach
-  developing hope, 
educating people. 
Using less diagnostic 
terms.
Diagnostic uncertainty. 
Using less 
medication/different 
medication.
Partial response to 
medication.
Real people.
Varying results -  
Intervention: Varies. 
The use o f medication
-  difficulties in 
knowing what to 
administer.
Working with the 
family and working 
psychologically.
authority: power relationship with other professionals -
hierarchy of professional power. 1
30. Researcher: So you kind o f mentioned that the kind 
o f Early Intervention team has a kind o f overall
31. Participant: Yes.
32. Researcher: 1 wonder i f  you could kind o f talk a bit 
about kind o f what that approach is o f o f the actual, 
ypw w/zp/g fgp/zz?
33. Participant: Yes I mean I’ve mentioned some of the 
elements. One of them is hope and the fact that not 
everybody’s necessarily got a life-time deteriorating 
illness and so forth. [Shared philosophical 
understandings leading to a shared set of practices.1
34. And the use of terms which are less diagnostic like 
psychosis rather than schizophrenia or whatever. So 
diagnostic uncertainty and hope. Another is, and this 
isn’t scientifically that well established I suppose but it’s 
certainly an overall, it’s a positive direction what we 
think is using less medication using atypical medication 
rather than old fashioned anti-psychotic agents and I 
think the thing we’ve established is not using the masses 
doses that people would use is a good thing. Using 
smaller doses. However our success is often quite 
partial, you know, and I think that’s also true of people 
who use larger doses and those who have less success 
because you didn’t use lower ones. But that needs to be 
acknowledged and actually isn’t fully enough. We’re 
working very much on the ground with real people with 
real problems. If you go to academic meetings and so on 
they talk about either people respond to drugs or they 
don’t. It’s not like that. 80% of them have a partial 
response which is not having the full or apparently if 
you look at large figures for.. .nothing is useful or not 
enough. [Highlighting the difficulties of the evidence 
base: differences between academic understandings and 
experiences and clinical/practical knowledge.1 And then 
you’ve got the dilemma do you change the medication, 
do you increase the dose, do you say actually this isn’t 
working on a number of people. And generally the 
response with most of those is enough to be worthwhile. 
However not always I guess. You’re asking about the 
general philosophy and it is very family oriented, 
psychologically orientated, and medication is part of the
EIA
IH
IE
DIAG(-)
IM(-)
IM
IV
IM(+)
IFW
IPSY
IF
01
Major Research Project
307
Occupational therapy. 
Connextions.
Passing on 
knowledge/approach.
Fear of psychosis -  
experiencing distress. 
H ard  to describe 
experiences.
Getting away from the 
experience -  the 
experience is 
removed in some way. 
Talking about 
experiences but it is 
hard  to identify what 
the experience is. 
Experience varies -  
sometimes can be 
talking about them 
calmly and
picture rather than the only thing you’ve got in your 
artillery I suppose. [Analoev of artillerv: having a 
number of interventions at vour disposai.! And I haven’t
emphasised enough probably the occupational aspects, 
because that seems to be really important in terms of 
prognosis. And you’ll probably notice that I, certainly in 
the north of this county, most of our workers are people 
with occupational therapy as their trade and that we’re 
working very much with Connextions in younger people 
and so forth. We’ve tried that in the south with less 
success.
35. So I’m sure there are other elements that I haven’t 
really put over but those are some major ones which we 
actually go around advertising to other agencies and to 
adult mental health and so on, junior doctors.
36. Researcher: Have you got any ideas about what the 
people that yo u ’re working with, experiencing 
psychosis, what ideas they might have about their 
gxpengMcgj (zW /zow f/zgy mzg/zf vzew f/zojg?
37. Participant: Yes. I mean sometimes they are quite 
frightened by what they experience and find it hard to 
articulate. [The impact of being afraid of psvchotic 
experiences and being less able to describe them.! 
Sometimes they’re fairly clear about what category they 
lie in. But they’re not often able to give a clear and full 
description of their experiences. And will often have 
gotten into the habit of referring to things indirectly. 
Indirect speech, but also referring to actually having a 
diagnosis rather than what they’ve actually experienced. 
[Jumping straight into definitions/categorising rather 
than considering the nuanced experience.! So that’s 
some of the difficulties, to help them try and get an idea, 
what they experience. I guess there are some basic ways 
in which it’s hard to know isn’t it to what extent they’re 
actually experiencing their own thought or 
misinterpreting them. Which I suppose is a major theory 
about psychosis when people are having auditory 
hallucinations and to what extent again they’re 
misinterpreting visual experiences or smell or other 
experiences and really to what extent they’re really 
vivid direct experiences they’re describing to you, I 
think it varies quite a bit. [Distinction between different 
manifestations of psvchosis: florid/more experiential 
and removed/thought based: telling the difference on the 
basis of presentation -  calm vs. voracious.! You have a 
least two completely different types of experience one
or
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accompanying distress 
can also vary. Being 
there as it’s happening
-  talking with 
someone at the time 
they are experiencing 
psychosis.
Different presentations
- different
presentation to in the 
past.
Experience: Speeded 
up Vs. slowing down. 
Depression - length of 
the illness.
Not concerned -  
needing to educate. 
Motivation low. 
Education.
Distress as factor. 
Medication.
Education.
of them is talking to someone quite calmly about their 
voices which they don’t know much to make of, they 
may or may not be distressed by them. Another is you 
go and see somebody who is floridly psychotic and 
there’s no question, I mean the voracity of the 
experiences they’re expressing, I mean delusions, 
they’re experiencing hallucinations there and then. And 
that’s a very different experience from most of the 
people we see. It does happen, we see some people like 
that. And as you know there even more florid 
phenomenon in the past which we hardly ever see now 
because people get treated before they get to that. And 
of course quite a lot of them it is emotionally based and 
their main experience actually is of their mood going 
right out of the window. I mean driving at 90 to the 
dozen. Or on the other hand just that sign of, nasty kind 
of, depressive aspect of bi-polar illness which goes on 
longer generally. I think that colours expectation greatly 
as well as prognosis. [Distinguishing negative and 
positive svmptoms of psvchosis and the implications of 
these on prognosis and the expectation (around 
impact?).! Quite a lot of our substance mis-users it’s 
almost as if it’s no great deal actually you know they’re 
a bit concerned about it and this is what’s happening. 
And sometimes we’re actually having to help them see 
that it’s quite significant, so they can’t afford to have 
those experiences, they might be damaging themselves. 
[Working with different levels of knowledge around 
psvchotic experiences: raising a clients understanding to 
the level of the professional in order to work with them.!
38.1 suppose a major driver actually, whether we treat 
people when we meet them is the extent of distress. 
Otherwise it’s more see how you go and the treatment in 
a sense is medication. [The interplav between level of 
distress experienced and the intervention used.! That’s 
the best I can do for now, that feels like your most 
difficult question yet on this level, quite a hard one. It’s 
quite similar to your previous questions but it’s a variety 
o f experiences people are having and I’m probably not 
putting it over well enough.
39. Researcher: I  wonder if  I  could kind o f tag 
something on the end o f that? Maybe ask i f  you've got 
Aow w/zo arg gxpgrzg/zczzzg
pjyc/zortc gA;pgz"zgMcg.y r/zg 6g/z^ /gzzg.yj //zgy
might hold about why they are having those 
experiences, about what might causing them to 
gj(y?grzgAzgg //zpjg //zzzzgj.________________________________
ED
TAT
l(+)
DTP
ED
ESU
ESD
LI
IE
CD
ED
I
IM
HTD
EV
Major Research Project
309
Meaning-making -  
spiritual causes 
(cause: religious). 
Link between 
explanation and
40. Participant: Yes well there’s quite a number of them 
who believe they come from the spiritual world or 
explain them in ways that don’t imply they’ve got a 
mental illness and with whom when we know them well 
enough we may conclude they don’t have insight 
because they’re not aware of what’s actually going on 
for them. TComnetine explanations around psvchotic 
experiences e.g. spiritual vs. mental illness and the
MM
CR
CMI
DO
INS(-)
insight -  differences consequences of choosing a non-mental health INS(+)
explanation in terms of perceived level of insight -
of opinion. receiving a label of ‘insightless’ based on choice of
Mental illness -  cause 
= insight.
Can look at it 
differently.
explanatory framework (not using mental illness to
explain experiences).! Then there are other who have 
clear insight into what’s happening. They find difficult 
to describe or whatever but nevertheless you can come 
to some perception with them of what it’s like. And 
some of them believe they’re mentally ill, some of them 
believe they’ve got something that other people have. 
[Being rewarded for choosing to describe experiences
HTD
MM,
CMI
within the frame of mental illness with a label of
‘insightful’.! Some of them although might have enough 
insight might nevertheless not see it as a mental illness 
or want to work at it in some other way. Which is fair 
enough. [A more liberal approach around insight? 
Choosing to use a non mental illness explanatory
framework but still receiving a label of ‘insight’.!
Age difference -
working with children. 
Experience is in some 
ways psychological in 
nature.
Certainly a lot of our work in child and adolescent 
mental health is also about the psychological nature of 
things and psychological significance of things and 
psychological ways of working with people so we don’t 
require them necessarily to sign up to ‘I’m mentally ill’ 
to work with things. But that’s different from really 
having a lack of insight I’ve described before. 
[Differentiating lack of insight, insight and additional
AD, 
EPSY 
CV, CMI 
INS, DO 
INS(+)
insight: the value of choosing a non mental illness
Changing views. explanatorv framework as dependent upon the level of CMI
Different way of 
viewing insight. More 
insight if  not just
fear/distress.! In fact vou could argue those people 
might have more insight, they might have more 
understanding of the true nature of it. Be less frightened 
of it, be easier to work with than those who are just 
saying ‘I’m mentally ill I need your treatment doctor’.
WH
following mental 
illness.
Wanting help.
41. I’ve still got this rather feeling of inadequacy that 
I’m not really getting to a sample range of what you’re 
after.
42. Researcher: Sure. I  wonder i f  your approach might 
alter depending on how somebody might be viewing 
their experiences?
Major Research Project
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Distress and link to 
psychosis/prognosis.
43. Participant: Well it does in terms of how much 
distress they’re having. Certainly. And it also does in 
terms of the extent to which their mood is affected. 
Which can make it difficult to work with at times but 
also it helps us think that the prognosis is likely to be 
better. [The interplav between distress experienced, 
treatment approach and prognosis.1
ED
LI
W orking 
collaboratively 
Loosing engagement. 
S tuck in thinking.
44. It. Yeah. Yes there are other people with whom we 
can work in a collaborative way and change medication 
when we need to and so on. And another set of people 
who you hardly dare change anything because you’re 
gonna lose their co-operation, they’re terrified of things 
going wrong for them. [Collaboration and resistance: the 
value of collaboration in opening up possibilities around
COL
IM
ENG(-)
SIT
Stopping trea tm en t - interventions and the impact of resistance in narrowing ST
medication.
F ear of psychosis
coming back.
the possibilities.! And I suppose we also get people who 
are quite stuck in their thinking. Quite hard to shift. That 
makes a big difference into how well you can work with 
people and what vou dare do. [The limitations of 
professional authoritv: power relationship with clients.!
IM(-)
SIT
FP
I mean I’ve got a girl at the moment who has had a 
relapse when she stopped medication and is just terrified 
of that but when she does take medication she is 
adamant that is not going to change she is going to stick 
to what has been prescribed even it was introduced at a 
small amount thinking a bigger amount may be more 
helpful at some stage or if people would actually like to 
change that, to reduce that with less side-effects. [The 
relationship between fear of psvchotic experiences and
the consequences of having these and resistance to
No control -  other 
doctor
change.! She is unhappv to deal with that. That’s partlv 
about, I suppose these days, it’s about a fear of how she 
ean be ill and be away in hospital for months on end.
But she always was like that actually. She wouldn’t 
change anything. She.. .somehow as though you were 
never the real doctor somehow and as though she 
needed to stick to what had kind of been agreed 
somewhere else whether it was with the father or the GP 
or whatever. Yeah. [The limitations of professional 
authoritv: power relationship with other professionals -
POW
hierarchv of professional power dependent upon who
got there first?!
M eaning-m aking 
varies and has an
45. So certainly yeah, beliefs change, affect how we 
treat them and how easily we can treat them. Quite a 
great deal. And their experience in terms of distress is 
quite determining as well as the nature of the experience 
itself. [Distinguishing the nature of psvchotic
MMV
1
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impact on treatment. experiences, the intem retation o f these exneriences and ED
Distress of experiences
degree o f  distress experiences as a result o f  these
appraisals: the interplav and impact o f  these on
also has an impact in treatment options. 1
treatment. The role of 
beliefs is important. 
Feedback into
46. Researcher: Yeah. I  wonder i f  I  could kind o f ask 
you a little bit about kind o f whether you have any 
thoughts around having a shared understanding o f  
psychotic experiences with the people you work with?
appraisal o f 
experiences.
Trying to think in 
similar ways -  shared 
understandings -  the 
degree to which this is 
achieved varies.
47. Participant: Yeah I mean, I would like to have. I 
think we’re as professionals in Early Intervention we’re 
leaning backwards on trying to join people in thinking 
in similar ways. Maybe that’s variable actually in how 
well we deliver that. And certainly variable in terms of 
how easy that is with particular people. I think there’s a 
lot of room and we’ve made a dent to it enough for 
saying to people ‘well let’s come to a shared 
understanding. Let’s see what actually you’re 
experiencing.’ [A growing commitment towards 
developing a shared understanding with people about
SU
SUV
Talking about 
experiences. 
Experience is removed 
-  impact o f society in
the nature of their psvchotic experiences.! I mean I think 
that for some reason in our society, people work at a 
distance from real experience. You know you notice this 
in the adult mental health wards, people talk only in 
terms of diagnostic categories and so on, don’t actually 
get down to the phenomenology verv often. [Jumping 
straight into definitions/categorising rather than
TE
ER
SI
DIAG(-)
this: more o f a general considering the nuanced experience: removing vourself MM
from experiential towards categorical processes.! Now
approach in daily life. 
Link to diagnosis -  
similar way of viewing 
things, but can be
patients are often quite reluctant to get down to what’s 
actually happening for them and work with you on that 
to the extent to which you can re-interpret with that. 
And yet of course if you’re gonna work with them 
psychologically you need to be doing that. I don’t think 
we manage that enough. [Recognising the value of 
working psvchologicallv with people but difficulties in
DIAG
IPSY
MM(-)
unhelpful. working in this wav: resistance from the client to work
Takes away meaning. 
Makes it harder.
But need to if going to 
work psychologically. 
Time needed. 
Sometimes priority is
in this wav? Resistance from the professional?! And we
probably don’t even try it enough to be honest. Or 
maybe some of us don’t. And I suppose it depends on 
situations. Sometimes you have to make decision there 
and then with people and other times you have more 
time to look at what’s going on. Maybe we don’t give 
ourselves enough time sometimes. We are just glad the 
crisis is over and we don’t take advantage of the lull 
enough. [Moving awav from psychological wavs of 
working towards practical interventions: containing
NTE
TIME
experiences vs. working with them.!
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to make decision. 
Giving space.
Own view is not worth 
much without client 
on-board - value or a 
shared understanding.
Lack o f time gets in 
the way o f meaning 
making opportunities. 
Working in crisis -  
this takes priority. 
Psychiatrists less able 
to look at 
meaning/shared 
understanding -  roles 
are different in mental 
health: different 
professionals for 
different tasks. 
Professional 
responsibility to look 
at meaning. Early 
Intervention Team 
more able to look at 
experiences.
48. But I think try to understand what’s going on and 
trying to give space to peoples own terms for it as well 
is really quite important. Unless you do that, you know, 
your own way of looking at it won’t have any 
credibility. Or not much. [Recognising the value of 
understanding the subjective experience in informing 
and making credible the professionals understanding.!
4P. y f g yow ’vg //zür/
ypwygg/ jomg/z/zzgj yozz c/ozz Y afo //z^ z/ gzzozzg/z a W  /
wondering i f  you ’ve got any ideas about actually why 
that might be the case?
50. Participant; Yeah I think that’s partly about the 
opportunity such it is, it often arises in a situation where 
decision have to be made and there’s less opportunity 
when you have the space and time to do it. Also I think 
as doctors we’re put in the position of just what I 
described, of having to meet people in crisis, deal with 
that and then leave others to get on with it when they’re 
ok. [Moving awav from psvchological wavs of working 
towards practical interventions: containing experiences 
vs. working with them. Distinguishing perceived role of 
the psychiatrist with that of other professionals: 
psychiatrist as a feared entity as a block towards 
exploring subjective experiences -  does this then create 
a cycle of misunderstanding for the psychiatrist?! And 
often patients will be a bit frightened of the early 
involvement of the psychiatrist, much happier to, live to, 
work with someone who feels less threatening. So I 
think we’re put into a situation sometimes in which the 
opportunity isn’t as much there for us as it is for some 
other people.
51. Having said that you know, I think it’s up to us to, to 
make things work for us and it’s up to other people, and 
some people probably do it considerably better than 
others do. I think an Early Intervention team has the 
opportunity o f meeting people where they are, seeing 
them in non-medicalising circumstances and trying to 
get very much more to their experience of where they’re 
coming from than people who are just seeing people in a 
outpatient clinic in a community mental health team or a 
hospital or whatever. [The responsibility o f  
professionals to overcome blocks in the wav of 
understanding subjective experiences: creating non- 
medicalising contexts which create a barrier to 
understanding.!
MM
GS
SU(+)
MM(-)
TIME
GS
CRRS
PRY
PRPB
MMV
EIA
Major Research Project
313
Stuck in thinking -
don’t want to develop 
meaning around their 
experiences. Meaning- 
making as 
constructive. Afraid 
of psychosis.
Can’t explore - not 
talking about 
experiences.
Afraid of 
professional.
Link to parents - 
tensions in this.
Role o f psychiatrist -  
talking to parents more 
than other 
professionals. This 
then has an impact on 
the ability o f the 
psychiatrist to 
understand the 
experiences from the 
clients point o f view.
32. Rg.ygarc/zgr. W fr .yggmj yozz wgrg .yqyzzzg
before that perhaps with some people i t ’s easier or 
harder to kind o f do that with as well?
52. Participant: Oh yeah. I mean some people won’t, 
won’t want to look at any other way of interpreting 
what’s going that one they’re stuck with which actually 
isn’t a very constructive way of looking at it. But. Yeah. 
[The relationship between fear o f  psvchotic experiences 
and the consequences of having these and resistance to 
change.1 Other people are very co-operative with any 
treatment but actually are too frightened of the 
phenomenon to talk about and address them whatever. 
We actually in young people, we see a lot of people who 
want the treatment, don’t want to talk about the 
phenomena and either, well want to discontinue 
programme actually or actually quite often are terrified 
of running it down when we were onto it. I mean, yeah 
we see all o f  that. [The relationship between anxietv 
states and resistance to change.! We see a lot o f  socially 
anxious people who aren’t used to dealing I suppose 
with strangers about things like this. Complication to a 
lot of that is the extent to which you’re seen as an 
extension of parenting and of the adult world. I think. I 
quite often when I go to a home with a worker whether 
in substance use or in psychosis I feel somehow I’m put 
in the sitting room with the parents, not necessarily 
literally, although it does happen literally sometimes. 
And the substance misuse worker or the psychosis 
worker chats with the young person in the kitchen. It 
just feels like that sometimes you’re put into a different 
category. Which makes it a bit harder to find out the real 
experiences. [Professional being nulled towards taking a 
more parental stance with voung people with psvchosis: 
noticing this and at the same time trving to resist this 
pull.! Yourself can be put into a kind of a moral 
constraint or place. Which is then obviously going to 
feel judgemental, if you do that. I suppose I’ve had that 
more with substance misuse that psychosis really.
54. That may be partly because of the fact that psychosis 
has been seen in this country as more traditionally as the 
realm of adult mental health where you’re dealing with 
the young person as a patient, whereas in substance 
misuse quite a lot of the people we’re seeing have been 
kind of dragged into treatment by their parents, and you 
are there to join the parents and tell them off. 
[Professional being nulled towards taking a more 
parental stance with voung people with psvchosis:______
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Cause (e.g. substance 
misuse) affects 
relationship and 
attitudes. Mental 
illness Vs. substance 
abuse Vs. CAMHS.
But more opportunity 
to work with the 
family.
Psycho-educational 
approach with the 
family as a basis for 
developing
understandings. Family 
impact -  balance 
between blaming and 
constructively helping 
them to be aware of 
indicators for relapse. 
Interventions vary 
depending on service. 
Interventions vary -  
not as much range of 
professionals in some 
services: value o f a 
multi-disciplinary 
team.
noticing this and at the same time trving to resist this 
pull -  is this particular to the role of the psvchiatrist?
Are these roles seen to be similar?! That’s a different 
perspective isn’t it? And in CAMHS also people feel 
they’ve been brought along with their parents I think 
largely. However in CAMHS and in substance misuse 
you have a more ready opportunity to work with 
families and to get beyond that, on the whole. So 
perhaps there are positives and negatives to both.
55. Researcher: And I  wonder i f  maybe i f  a family is 
involved, then you \ e  not just got that persons 
experiences and their own understandings o f those, but 
yo u ’ve also got everybody else’s in the fam ily’s and kind 
o f and they might have their own ideas about what’s 
going on, about what might be causing those things.
56. Participant: Well yeah I mean a lot of our so called 
psycho-educational work, is actually working out how 
they feel about these things. What categories they put 
them in. and working with that. And ok dealing wit their 
pre-conceptions, but also allowing then to have 
constructive ways forward. We’ve had quite a few good 
parents actually who’ve done a lot towards re-educating 
their young people into society and getting them 
working and constructive in a quite a good way and then 
the matter is helping to do that without it being seen as a 
persecution and so on which is likely to bring relapse on 
more easily. [Starting at the point o f  understanding from 
the parents and competing against other informants: 
building up from this towards a greater level of 
understanding more on a level with that of the 
professional.!
57. Yeah we’ve had good experience with working with 
parents in the Early Intervention Psychosis Team. It’s 
more difficult in substance misuse cases because they, 
we have doctors and we have workers and we don’t 
have the full range of therapeutic approaches. Even the 
occupational type of approach, is generally with 
Connextions or whatever we have in our team, although 
we have Connextions in our team to a degree. [The 
value of having a muti-disciplanrv team and a range of 
therapeutic approaches at vour disposal.!
58. Researcher: Is it. It does sound like it is very 
difficult sometimes and I  wonder how that might impact 
on yourself actually, how you might feel when it is quite 
difficult working with somebody?
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Impact on self -  being 
a psychiatrist.
Role important. 
Advantage if the BIT.
59. Participant: Oh yeah I mean there are situations in 
which I feel rather put in a box, rather rubbished and not 
allowed somehow, by circumstances to work how I 
might want to with families and young people, that’s 
certainly true. Maybe this is partly why the Early 
Intervention in Psychosis Team exists and we’re trying 
to set around all of this. [The limitations of professional 
authoritv: power relationship with other professionals -
PRY
lOS
EIA
some professional disciplines lav claim to having more
legitimacv in terms of working with the wav people
understand psvchotic experiences? Psvchiatrists are
towards the lower end of this phenomenological
hierarchv? The role of an earlv intervention team to
overcome professional disagreements and hierarchical
structures -  shared philosophv, shared set of practices
and a sharing of roles and responsibilities?!
Misunderstanding role 
of a psychiatrist. 
Family wanting 
diagnosis.
60. Yeah. I mean I think the doctor’s role is valued. I 
think it’s not always for the right reasons. So the 
difficulty is not so much about people, as it can be 
CAMHS people can be quite aggressive or whatever 
generally, it’s about people just misunderstanding what 
your role is. I think. Cause in CAMHS the experience 
would be that parents often want to put the problem on 
their child and they don’t understand why you don’t 
give a diagnosis and cure their child and take them away 
to do it if necessary. [Distinguishing perceived role of 
the psvchiatrist with that of other professionals:
PRY
DIAG
FI
psvchiatrist seen as more parental figure, gatekeeper of
categorisation and treatment?!
Different approach in 
private service.
61. Which as you can imagine an enormous difficulty 
and working in the private sector on that just causes a 
hornets nest of problems very often, cause they often 
collude very much more with the parental view than we 
would. [Maintaining forces around the perceived role of 
psvchiatrists: psvchiatrists embracing the expectation
P-F
DA
and perceived roles and responsibilities, wider svstems
Collaboration with the 
family -  easier when 
there is not so much 
complexity in the
re-enforcing these assumptions.! Whereas in this sort of 
work it’s more about attitudes which mental health and 
other agencies working with young people have set up 
traditionally, which you’re trying to soften and deal 
with. It’s easier to collaborate actually with parents and 
their youngsters when you’re in the situation with a 
psychotic illness than it is in a number of much vaguer 
things which are not actually residing in the child at all. 
[Softening perceptions of the psvchiatrist role linked to
IFW
COL
family environment. ‘clearer psvchotic experiences’ caused bv mental
illness’ rather than other causal factors: more room for
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Exploring constraints 
lack of staff.
Geographical
constraint.
Impact o f society -  
linked to fear o f 
psychosis but in this 
case by the wider 
public as opposed to 
the client themselves. 
There are however 
differences o f opinion 
within the public about 
psychotic experiences, 
some can be positive 
and others negative.
exploring experiences in this case?! So yeah there’s 
good opportunities for collaboration with the family. As 
always I suppose the easiest ones to collaborate with are 
often the ones who need it least, but that’s what you’d 
expect isn’t it?
62. Researcher: Are there any limitations you think on 
the work that you can do with people?
63. Participant: Well certainly, I mean if we’re trying to 
address all those people presenting with an early episode 
of psychosis we don’t have the staff of the general 
professional context in which to do it adequately. We 
can’t see all the people that would be out there. We at 
the moment are only addressing in general people who 
have already presented with a pretty clear psychotic 
episode. We’re not getting into pro-dromal stuff very 
much, so there are constraints. There’s also the 
geographical constraint, we don’t cover quite a large 
portion of XXX for instance. Or the area around XXX, 
or XXX, or um, the rural area spreading throughout 
quite a lot of XXX, doesn’t have an Early Intervention 
in Psychosis Service. We still see them, or at least I do 
to a degree as I always have done, and so do our 
substance misuse workers and other doctors who work 
in substance misuse or whatever. But you don’t have the 
team there. So those are constraints. Well those are the 
constraints I’ve touched on in terms of how people see 
you and in terms of what extent people are prepared to 
work with you. There are constraints of fear of the 
public and schools or whatever a lot of these things, 
people want you to take the person away and cure them, 
rather than help them to re-integrate into their futures. 
[The relationship between fear of psvchotic experiences 
and the consequences of having these and resistance to 
change. Interplav with life factors: the impact of 
different social contexts on prognosis.! So that’s worse 
in substance misuse than it is for psychotics. A lot of 
teachers make a big effort for mental illness. There are 
indeed people who make effort for substance misuse but 
often there’s often an unfortunate approach in schools 
trying to make out people who are substance misusers 
are either being criminal or mentally ill in a way that’s 
not really appropriate. Yeah that can be quite rejecting 
sometimes.
64. So what other constraints do we have. Well our tools 
for working with are still fairly inadequate. I mean, if 
you, to work in a family oriented way you have to have
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Judgements around 
substance misusers, 
criminality and mental 
illness.
Tools for treatment - 
have constraints: 
complexity o f family 
work (sometimes the 
opportunity to do this 
work is not available), 
consent for 
psychological 
interventions, 
limitations in 
medication treatment). 
Picking people up 
earlier -  time is an 
issue -  time waiting to 
be seen.
Psychiatry later -  
when know role. 
Working with general 
evidence base. 
Handling crisis better.
Educating the wider 
system -  what is early
quite a good deal of ground set up for you in the family 
being prepared to work and meet enough for that and so 
on. Psychologically it’s probably a minority of young 
people who have been prepared to go the whole hog in 
terms of working with someone in terms of their 
experience of their symptoms and in terms of prevention 
and relapse and so on. [Recognising the value of 
working psvchologicallv with people but difficulties in 
working in this wav: resistance from the client to work 
in this wav?1 And the drugs work in maybe two thirds of 
cases to at least a highly valuable degree. But what 
about the other third and what about the extent to which 
they don’t work because people don’t get complete 
relief from their symptoms with medication. So there 
are lots of constraints.
65. Researcher: And in an ideal world? How would you 
like to work with...
66. Participant: I think we’d be picking people up earlier 
and it wouldn’t be in the same kind of mental context. 
[The resDonsibilitv of professionals to overcome blocks 
in the wav of understanding subjective experiences: 
creating non-medicalising contexts which create a 
barrier to understanding.! But maybe if I was still seen 
as the psychiatrist I wouldn’t perhaps be involved in the 
first instance I’d agree we’d be having people who had 
sufficient understanding of mental health picking people 
up earlier and only involving us as necessary and at that 
stage everyone having understood what you’re there for 
really. [Clarifying and working with the role of the 
psychiatrist as it is seen bv others.!
67. So picking up people earlier, making sure that what 
we do does correlate with the general epidemiology not 
just in terms of what’s presented to you by the system. 
We would be working alongside people in such a way 
that if a series of steps became necessary you know like 
admission or use of drugs or whatever that was 
understood and not a kind of big crisis where somebody 
has to be brought with force of law or the police or 
whatever. [Collaboration and resistance: the value of 
collaboration in response to crisis -  the client 
acquiescing to the professional opinion in order to limit 
resistance and distress.! There’d be better understanding 
in adult mental health about what early intervention is.
In practice they would be.. .because I think there’s a bit 
of lip service to it and people acting in different ways 
quite often. I mean when I go to the family night and
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intervention.
Different approaches 
in different teams -  
better if there is a 
shared understanding.
discover some of the young people we’ve been working 
with and who adult mental health are doing the medical 
side for whatever reason. I mean the range of treatments 
is quite bizarre. And you wonder how on earth they go 
into that situation with them and you’d like to look at 
that and unpick it but of course you don’t have the 
agreement to do that, they’re being seen by other 
people. So we need to work better with adult mental 
health, and individuals, and families so that being 
understood and understanding what we’re doing and 
we’re there at the right time. [Developing a shared 
understanding and shared philosophv across the whole
SU
system in order to work better with psvchotic 
experiences: spreading the message of the earlv
intervention service.1
Complication with 
ASD.
Diagnosing ASD 
properly.
68 .1 think another useful thing in the ideal world would 
be to have a good assessment system for social 
communication disorders cause that’s an important 
ingredient in some of people who present to us who are 
psychotic and indeed some people are thought to be 
psychotic and aren’t. And that is very inadequate. You 
probably know when they tried to set up as adult mental 
health they’re discovering any number of people not 
diagnosed or not diagnosed correctly and so forth. 
[Negotiating the use of terms and definitions around
ASD
DIAG(-)
psvchotic experiences: developing better svstems and ASD
DIAG(-)
application of svstems of catégorisation.! And so 
CAMHS can’t do that and indeed the school systems 
supported by speech and language and so on can’t do it 
adequately either. It’s not good enough. So that’s 
another improvement.
Having set plan for the 
future.
Substance misuse -
6 9 .1 suppose in an ideal world there’d be a better way 
of coming to agreements with people in their soundest 
mind about what to do about substances, and then of 
actually implementing what you’ve agreed with them. 
[Collaboration vs. resistance: developing a shared
SU
CD
PLAN
what is the plan. The understanding around the treatment approach and OP
developing was of maintaining this in the face of
impact o f elements 
other than psychosis 
on the psychotic 
experiences.
Link with substance
competing influences.! At the moment so much is 
determined by kind of partial agreement and then they 
drift back into their old habits and so on. You know the 
boyfriend comes out of prison or they’re straight back to 
the heroin or whatever.
70. And I think I’ve been mentioning all sorts of things 
about substance misuse but the two are closely related 
and we see, that’s probably as much a source of
CD
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use -  as a source of 
psychosis.
Shared understanding 
with all parts o f the 
system.
Psychosis not ideal. 
Can value experience 
experience: positive.
Limited understanding 
around psychosis. 
Difficult to do what it 
is felt would be best.
psychosis as any other source we have at the moment. 
Yeah.
71. Researcher: And do you think that might...that those 
z/Mqmve/MgM/j TMfg/zr ozz (/gvg/qpzMg a j/zarg(/
w/zt/grj/afza^ zMg /za^ /c/zo/zc gxpgrzezzcgj? PFow/c/ //zgy
impact on that at all?
72. Participant: With the young person they would yeah. 
Because part of it is about having a shared 
understanding with professionals and with parents and 
the general public what psychosis is. So the young 
person does reflect parental and societal attitudes largely 
so obviously we could work on those wider things and 
make it much easier certainly. Yeah. [Developing a 
shared understanding and shared philosophv across the 
whole system in order to work better with psvchotic 
experiences: spreading the message of the earlv 
intervention service. 1
73 .1 suppose another thing to say is it’s probably not an 
ideal world in which people get psychotic. I mean I 
suppose some people have valued the psychotic 
experiences at some level, if they’ve induced it by their 
own steam or whatever. But on the whole we would like 
to be able to help with that or at least hope they didn’t 
get ill. [Clarifying an underlying principle: psvchotic 
experiences in the main are negative and it would be 
better if thev were reduced.l
74. Researcher: We ’re coming up to five to twelve. I ’m 
just wondering i f  there’s any issues related to the topics 
that w e’ve just kind o f been talking about that we 
haven’t covered that you feel would be important?
75. Participant: I suppose I feel a bit uncertain about 
what this is directed at. Maybe that’s my fault for not 
understanding your study well enough. But maybe I’d 
find it easier to see what we’ve missed if I knew where 
we’re going with all this really.
76 .1 suppose also things aren’t complete partly because 
of the vagueness of some of the things we deal with, the 
limited understanding we have and the difficulty of 
implementing what we believe in practice. [The need for 
developing professional understandings around 
psvchosis and to develop the application of 
interventions. 1 For the most part I think I’ve done my 
best to answer you as far as I can and I think what______
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Giving space to clients 
to explore their 
experiences.
Changing views over 
time -  professional 
view changing.
Experience: 
normality -  less 
distressing psychotic 
experiences.
Fear o f psychosis -  
professional fear. 
Careful in making 
decision.
Difference o f opinion 
-  some feel it is 
psychosis,
professionals disagree.
you’ve been directing yourself at as much as anything is GS
the young persons experience of psychosis which is 
entirely appropriate and is something that our team and 
certainly other professions we are working with could 
do with I suppose help with at being better at giving 
enough space and time for. [Recognising the value of 
understanding the subjective experience in informing 
and making credible the professionals understanding.!
77. ygn:/?. F/ave yowr ovgr
time do you think? Cause yo u ’ve been a mental health 
professional for quite a long...
78. Participant: Not hugely about psychosis actually. cyp 
Cause as you know the basic research underpinning 
most of the things we are doing has been around for 
ages. Though...I mean I go back quite a way. I mean I 
was not working in mental health but was aware of 
times when psychosis and autism weren’t distinguished 
for instance. [Highlighting the illusion that 
understandings of psvchotic experiences have remained 
static?: recognising the process of developing 
professional understandings around psvchosis.! When 
childhood psychosis was autism or whatever. So that’s 
been an important change during my consciousness of 
what’s going on. You know, so that the phenomenon 
once you’ve begun to make more...and there’s been a...I 
suppose I’ve become more open minded as I’ve come to 
realise there’s an awful lot of people out there with what 
might be seen as psychotic experiences but are not 
troubled by them really. [Recognising the normalitv of 
psvchotic experiences. The role of fear around psvchosis 
in preventing developing understandings.! You know 
there’s a lot more normality to it or a lot more going on.
This has been my first experience of mental illnesses 
working in an adult mental health setting with who 
people were really quite ill and certainly didn’t want 
those experiences or whatever they were and frightened, 
didn’t know how to treat them or whatever. Yeah.
79 .1 think that the reality of working with young people 
about things that happened for them has maybe made 
them more sceptical about what’s being said. I’m quite 
slow sometimes to say that something is a genuine 
psychotic experience whereas others just take it at face 
value. I don’t know. And I’ve got one young person I’m 
working with now who on the face of it has pretty 
genuine psychotic experiences of first rank dementia in 
several areas. But I and indeed other people working
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Becoming wiser over 
time -  changing 
views/way o f working.
with this young person don’t actually believe that’s what 
happens to him. That that’s a real experience. And we 
haven’t been prepared to treat his psychosis. I think 
probably become a bit wiser in terms o f those cases as 
time goes on. [Negotiating the use of terms and 
definitions around psvchotic experiences. Presenting a
CV
rationale for the existing usage of terms that are used.
Wariness about applving ‘psvchotic’ label: in this case
cause to doubt the descriptions of subjective 
experiences.!
Early intervention 
approach. Identifying 
the constraints allows 
you to identify the 
possibilities. Need to 
compromise -
80. Yeah I think the basic attitudes which run our 
service has been around for quite some time and I’ve 
been signed up to them. Then it’s a matter of, you know, 
you’re actually finding out in practice what it’s like to 
employ those things and whether it’s possible. And 
quite often you feel contaminated by compromise if you 
like. As the rules of life. So that does affect the attitudes 
of its.. .you get regretful you didn’t do as much as we 
could’ve done and so forth. [The role of an earlv 
intervention team to overcome professional 
disagreements and hierarchical structures -  shared
EIA
CONS
contaminated by this: philosophv, shared set of practices and a sharing of roles
accept it over time. and responsibilities? The need for developing 
professional understandings around psvchosis and to
Could do more. develop the application of interventions.!
81. Researcher: Is there anything else that you wanted 
to add or to ask at all?
Collaborative 
approach. Side-effects 
of medication -  
working with clients 
around this more.
82. Participant: I think if we’re taking on board what 
you’re currently promoting which is a collaborative 
approach I think we’ve still some way to go. I’m 
thinking for instance the side-effects issue where I ’m 
very reliant on the patients or the workers working with 
them coming up with things and then I deal with the 
side-effects. Not probably proactive enough about 
finding out what people are experiencing cause when 
you do actually ask you find about things that you 
w ouldn’t otherwise be told. So yeah that makes me 
think more about that. [Recognising the value of 
understanding the subjective experience in informing
COL
IM
IE
and making credible the professionals understanding.!
Talking about 
experiences more:
8 3 .1 think where your.. .your sort o f  questions are
putting us would imply I think much more discussion in 
the team about peoples’ experiences as such and more 
psychological thinking actually. Which is probably good 
since you’re a psychologist. But I mean it’d probably
IE
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exploring what is 
happening for people. 
Could talk about 
experiences more -  
psychological 
thinking/approach.
work for the young people more if we did more of that. 
So much is about practical measures and medication, 
and whether the person will go to connexions or 
whatever. And we probably don’t in our teams 
have...our team.. .there are two teams in Horsham 
working but it is one team. We don’t do enough of 
putting people on the spot about “what do you think this 
person is experiencing?” and so forth and just feeding 
the phenomenology in the room a bit. [Recognising the 
value of working psvchologicallv with people but
TE
MM
Talking about difficulties in working in this wav: Resistance from the
psychotic experiences
professional?!
and developing an END OF INTERVIEW
understanding of the
meaning.
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Appendix 9. -  List o f Initial Focused Codes: From Transcript One
Explanations around psychosis
Professional-professional explanations o f  psychosis
• Negotiating the use of terms and definitions around psychotic experiences.
• Negotiating the use of terms and definitions around psychotic experiences: 
developing better systems and application of systems of categorisation.
• Presenting a rationale for the existing usage of terms that are used.
• The need for developing professional understandings around psychosis and 
to develop the application of interventions.
Professional-personal explanations o f  psvchosis
• Differing definitional significance across symptoms: The differing ease 
with which something can be referred to as psychotic.
• Differing beliefs around causation resulting in perceived to be similar 
experiences and same term used.
• Varying trajectories of psychotic experience.
• Distinction between people who are ‘chronic’ and those who are not in 
terms of whether they can be helped/the degree to which they can be 
helped.
• Example of differing beliefs around causation leading to same use of 
terminology but different approach to treatment.
• Example of differing beliefs around causation leading to wariness about 
applying ‘psychotic’ label: in this case a temporary presentation perhaps 
leading towards using an alternative term - Experiential but not necessarily 
ontological overlap across contexts of distress and disorder.
• Wariness about applying ‘psychotic’ label: in this case cause to doubt the 
descriptions of subjective experiences.
• Example of differing beliefs around causation leading to same use of 
terminology but different perceptions around prognosis -  differentiation 
between experience and prognosis.
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• Distinction between different manifestations of psychosis; florid/more 
experiential and removed/thought based: telling the difference on the basis 
of presentation -  calm vs. voracious.
• Distinguishing the nature of psychotic experiences, the interpretation of 
these experiences and degree of distress experiences as a result of these 
appraisals: the interplay and impact of these on treatment options.
• Highlighting the illusion that understandings of psychotic experiences 
have remained static?: recognising the process of developing professional 
understandings around psychosis.
• Recognising the normality of psychotic experiences.
• Psychotic experiences and beliefs having a basis in reality
• A combination of factors needing to be required in order to experience
psychosis: a vulnerability needing the right set of circumstances to occur in 
order to trigger a psychotic experience.
• Uncertainty around what gets triggered/what happens in order for 
psychotic experiences to occur whilst holding the belief that something 
gets triggered.
• Questioning biological explanations around psychosis and the idea that 
something biological is triggered and changes internally causing psychotic 
experiences to occur: highlighting the limited evidence base around this.
• Accepting the possibility that there may be a biological component to 
psychotic experiences.
• Desire to keep people away from services.
• The role of hopelessness on the experience of psychosis and prognosis for
the future.
• The interplay between hopelessness, distance from services and level of 
functioning on the risk of becoming chronic.
Professional views around the cost o f  experiencins psychosis
• Varying implications of symptoms for distress.
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Differentiation and interplay between nature of experiences and life 
factors/social contexts: the impact and significance of this on the person 
with these experiences e.g. in terms of prognosis.
Distinguishing negative and positive symptoms of psychosis and the 
implications of these on prognosis and the expectation (around impact?). 
The interplay between distress experienced, treatment approach and 
prognosis.
The impact of psychotic experiences on the ability to function in everyday 
life and in the everyday world.
Clients revealing the things that they have lost.
Difference of opinion
Professional-client
• Competing explanations around psychotic experiences e.g. spiritual vs. 
mental illness.
• The consequences of choosing a non-mental health explanation: perceived 
level of insight -  receiving a label of ‘insightless’ based on choice of 
explanatory framework.
• The consequences of choosing a mental health explanation: perceived level 
of insight -  being rewarded with a label of ‘insightful’ based on choice of 
explanatory framework.
• A more liberal approach around insight? Choosing to use a non-mental 
illness explanatory framework but still receiving a label of ‘insight’.
• Differentiating lack of insight, insight and additional insight: the value of 
choosing a non-mental illness explanatory framework as dependent upon 
the level of fear/distress.
Child-parent
• Professional being pulled towards taking a more parental stance with 
young people with psychosis: noticing this and at the same time trying to 
resist this pull.
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• Distinguishing perceived role of the psychiatrist with that of other 
professionals: psychiatrist seen as more parental figure, gatekeeper of 
categorisation and treatment?
Professional-professional
• Combating different and more pessimistic professional opinions and 
perceived bad practice: the need to develop optimism, hope and 
understanding.
Shared understandings
Professional-client
• Importance of subjective perception.
• Appeal to analogous personal experiences.
• Difficulty but necessity of developing empathie understanding.
• Importance of striving for empathie understanding through listening 
attentively and with discernment.
• Differences between clients perceptions around treatment.
• Working with different levels of knowledge around psychotic experiences: 
raising a clients understanding to the level of the professional in order to 
work with them -  professional in expert position.
• Starting at the point of understanding from the client and competing 
against other informants: building up from this towards a greater level of 
understanding more on a level with that of the professional.
• A growing commitment towards developing a shared understanding with 
people about the nature of their psychotic experiences.
• Developing a shared understanding and shared philosophy across the 
whole system in order to work better with psychotic experiences: 
spreading the message of the early intervention service.
• Clarifying an underlying principle: psychotic experiences in the main are 
negative and it would be better if they were reduced.
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• Psychotic experiences on a sliding spectrum: the ability to move from one 
point on the spectrum to another in relation to experiences and emotional 
consequences of the experiences.
Professional-family
• Starting at the point of understanding from the parents and competing 
against other informants: building up from this towards a greater level of 
understanding more on a level with that of the professional.
Professional-professional
• Shared philosophical understandings leading to a shared set of practices.
• Analogy of artillery: having a number of interventions at your disposal.
• The value of having a multidisciplinary team and a range of therapeutic 
approaches at your disposal.
• Shared working practices as a unifying element within a service.
• Maintaining vs. looking to improve as contrasting ways of working.
Difficulties in understanding experiences
Hard to describe experiences
• The impact of being afraid of psychotic experiences and being less able to 
describe them.
• Jumping straight into definitions/categorising rather than considering the 
nuanced experience: removing yourself from experiential towards 
categorical processes.
Not wantin2 to talk about experiences: resistance around *workins
psvcholo2icallv*
• Recognising the value of working psychologically with people but 
difficulties in working in this way: resistance from the client to work in 
this way?
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The role of fear around psychosis in preventing developing 
understandings.
E n g a g e m e n t  a n d  C o n s tr a in ts
Collaboration-resistance
• Collaboration and resistance: the value of collaboration in opening up 
possibilities around interventions and the impact of resistance in narrowing 
the possibilities.
• The relationship between fear of p sy ch o tic  experiences and the 
co n seq u en ces  of having these and re sis tan ce  to change.
• Recognising the value of working psychologically with people but 
difficulties in working in this way: resistance from the client to work in 
this way? Resistance from the professional?
• Moving away from psychological ways of working towards practical 
interventions: containing experiences vs. working with them .
• Recognising the value of understanding the subjective ex p erien ce  in 
informing and making credible the professionals understanding.
• Distinguishing perceived role of the psychiatrist with that of other 
professionals: p sy ch ia tris t as a feared entity as a block towards exploring 
subjective experiences -  does this then create a cy c le  of misunderstanding 
for the p sy ch ia tris t?
• The responsibility of professionals to overcome blocks in the way of 
understanding subjective experiences: c rea tin g  non-medicalising co n tex ts  
which create a barrier to understanding.
• The relationship between anxiety states and resistance to change.
• Collaboration and resistance: the value of collaboration in response to 
crisis -  the client acquiescing to the professional opinion in order to limit 
resistance and distress.
• Collaboration vs. resistance: developing a shared understanding around the 
trea tm e n t ap p ro ach  an d  d ev e lo p in g  w ays o f  m a in ta in in g  th is  in  th e  face  o f  
competing influences.
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• Highlighting the role of an occupational therapist in working with 
psychosis -  practical working around functioning and problem solving.
• Accepting the client’s view of the world/their personal reality as a means 
towards engagement and providing appreciative support.
• Symptom presentation as impacting upon the ease with which you can 
work with people.
• The need to work slowly with people: at their own pace and from their 
current set of understandings.
• The impact of personal characteristics on the experience of psychotic 
experiences: intelligence as a useful attribute in engagement.
• The relationship between succumbing to professional direction and 
ehronieity.
Demand for services-capacitv to provide
• Highlighting the difficulties of the evidence base: differences between 
academic understandings and experiences and clinical/practical 
knowledge.
The use o f  and limitations o f  power/authority
• The limitations of professional authority: power relationship with clients.
• The limitations of professional authority: power relationship with other 
professionals -  hierarchy of professional power.
• The limitations of professional authority: power relationship with other 
professionals -  hierarchy of professional power dependent upon who got 
there first?
• The limitations of professional authority: power relationship with other 
professionals -  some professional disciplines lay claim to having more 
legitimacy in terms of working with the way people understand psychotic 
experiences? Psychiatrists are towards the lower end of this 
phenomenological hierarchy?
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The role of an early intervention team to overcome professional 
disagreements and hierarchical structures -  shared philosophy, shared set 
of practices and a sharing of roles and responsibilities?
Softening perceptions of the psychiatrist role linked to ‘clearer psychotic 
experiences’ caused by mental illness’ rather than other causal factors: 
more room for exploring experiences in this case?
Limitations in the power of the client: the client’s personal attributes being 
superseded by professional status/service needs -  the negative impact of 
this on talking about experiences and developing understandings.
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Appendix 10. -  List of Focused Codes: From All Transcripts
Professionals’ personal understandings of psychosis 
The professional frame
Negotiating the use of terms and definitions around psychotic experiences. 
Negotiating the use of terms and definitions around psychotic experiences: 
developing better systems and application of systems of categorisation. 
Presenting a rationale for the existing usage of terms that are used.
The need for developing professional understandings around psychosis and 
to develop the application of interventions.
Client confusion around definitional terms.
Linking psychosis to physical illness conditions in order to promote clarity 
around understanding.
Highlighting a medical-model approach to understanding psychosis.
Being open with clients about the limited evidence base.
Distinguishing medical from other professional viewpoints around 
psychosis.
Recognising that different professional approaches can work in parallel. 
Acknowledging a range of causal factors in psychosis as a means of 
recognising the use of parallel professional viewpoints.
Presenting problem and evidence around causation indicating the 
professional approach to be used.
The impact of sociological factors upon the development and prognosis of 
psychosis and the interventions used.
Highlighting a psychosocial approach to understanding psychosis. 
Differentiation and interplay between nature of experiences and life 
factors/social contexts: the impact and significance of this on the person 
with these experiences e.g. in terms of prognosis.
Distinguishing between positive and negative symptoms of psychosis; 
Distinguishing between psychosis and psychotic experiences: based on the 
number of experiences and the causal factors involved.
Reciprocal role between client’s psychosis and familial conflict.
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Remaining firmly within a particular professional approach.
Differing definitional significance across symptoms: The differing ease 
with which something can be referred to as psychotic.
Differing beliefs around causation resulting in perceived to be similar 
experiences and same term used.
Varying trajectories of psychotic experience.
Distinction between people who are ‘chronic’ and those who are not in 
terms of whether they can be helped/the degree to which they can be 
helped.
Example of differing beliefs around causation leading to same use of 
terminology but different approach to treatment.
Example of differing beliefs around causation leading to wariness about 
applying ‘psychotic’ label: in this ease a temporary presentation perhaps 
leading towards using an alternative term - Experiential but not necessarily 
ontological overlap across contexts of distress and disorder.
Wariness about applying ‘psychotic’ label: in this case cause to doubt the 
descriptions of subjective experiences.
Example of differing beliefs around causation leading to same use of 
terminology but different perceptions around prognosis -  differentiation 
between experience and prognosis.
Distinction between different manifestations of psychosis: florid/more 
experiential and removed/thought based: telling the difference on the basis 
of presentation -  calm vs. voracious.
Distinguishing the nature of psychotic experiences, the interpretation of 
these experiences and degree of distress experiences as a result of these 
appraisals: the interplay and impact of these on treatment options.
Highlighting the illusion that understandings of psychotic experiences 
have remained static?: recognising the process of developing professional 
understandings around psychosis.
Recognising the normality of psychotic experiences.
Psychotic experiences and beliefs having a basis in reality
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A combination of factors needing to be required in order to experience 
psychosis: a vulnerability needing the right set of circumstances to occur in 
order to trigger a psychotic experience.
Uncertainty around what gets triggered/what happens in order for 
psychotic experiences to occur whilst holding the belief that something 
gets triggered.
Questioning biological explanations around psychosis and the idea that 
something biological is triggered and changes internally causing psychotic 
experiences to occur: highlighting the limited evidence base around this. 
Accepting the possibility that there may be a biological component to 
psychotic experiences.
Desire to keep people away from services.
The role of hopelessness on the experience of psychosis and prognosis for 
the future.
The distinction between recovery and using services.
Distinguishing between psychosis and psychotic experiences: based on the 
number of experiences and the causal factors involved.
Distinguishing between positive and negative symptoms of psychosis.
The role of drugs in increasing a persons vulnerability towards developing 
psychosis.
Causal uncertainty around drug use and psychosis.
Moving away from an illness model towards a functional model of 
understanding psychosis.
Psychosis defined by explanatory difficulties shared by client and others. 
Varying implications of symptoms for distress.
Differentiation and interplay between nature of experiences and life 
factors/social contexts: the impact and significance of this on the person 
with these experiences e.g. in terms of prognosis.
Distinguishing negative and positive symptoms of psychosis and the 
implications of these on prognosis and the expectation (around impact?). 
The interplay between distress experienced, treatment approach and 
prognosis.
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• The impact of psychotic experiences on the ability to function in everyday 
life and in the everyday world.
• Recognising the limitations of using a mental illness framework and taking 
a flexible approach around its use.
• Psychosis as additional experiences and alternative reality.
• The impact of the media on family perceptions of psychosis.
• Psychotic experiences on a sliding spectrum: the ability to move from one 
point on the spectrum to another in relation to experiences and emotional 
consequences of the experiences.
• Highlighting the difficulties of the evidence base: differences between 
academic understandings and experiences and clinical/practical 
knowledge.
Professional conflict
• Highlighting the limitations of a medical approach to psychosis.
• Highlighting the potential clash between professional understandings: 
medical vs. psychosocial.
• Highlighting the clash between the medical-model/illness model vs. 
phenomenology and psychological ways of working.
• Combating different and more pessimistic professional opinions and 
perceived bad practice: the need to develop optimism, hope and 
understanding.
• The limitations of professional authority: power relationship with other 
professionals -  hierarchy of professional power.
• The limitations of professional authority: power relationship with other 
professionals -  hierarchy of professional power dependent upon who got 
there first?
• The limitations of professional authority: power relationship with other 
professionals -  some professional disciplines lay claim to having more
legitimacy in terms of working with the way people understand psychotic 
experiences? Psychiatrists are towards the lower end of this 
phenomenological hierarchy?
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• The role of an early intervention team to overcome professional 
disagreements and hierarchical structures -  shared philosophy, shared set 
of practices and a sharing of roles and responsibilities?
• Softening perceptions of the psychiatrist role linked to ‘clearer psychotic 
experiences’ caused by mental illness’ rather than other causal factors: 
more room for exploring experiences in this case?
The development o f  personal understandings
• Changing professional views around psychosis.
• Recognising the personal limitations of the professional understanding.
Facilitators of and constraints upon engaging clients in developing their
understandings
Client characteristics
• The impact of being afraid of psychotic experiences and being less able to 
describe them.
• Jumping straight into definitions/categorising rather than considering the 
nuanced experience: removing yourself from experiential towards 
categorical processes.
• Not wanting to talk about experiences: resistance around ‘working 
psychologically’
• Recognising the value of working psychologically with people but
difficulties in working in this way: resistance from the client to work in
this way?
• The role of fear around psychosis in preventing developing 
understandings.
• The importance of timing in working psychologically.
• Holding back or withholding the professional opinion or knowledge: the
link to timing interventions around developing understandings.
• Assessing whether the timing is right around developing understandings as 
a subjective process.
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The relationship between fear of psychotic experiences and the 
consequences of having these and resistance to change.
The interplay between hopelessness, distance from services and level of 
functioning on the risk of becoming chronic.
The relationship between anxiety states and resistance to change. 
Collaboration and resistance: the value of collaboration in response to 
crisis -  the client acquiescing to the professional opinion in order to limit 
resistance and distress.
Symptom presentation as impacting upon the ease with which you can 
work with people.
The need to work slowly with people: at their own pace and from their 
current set of understandings.
The impact of personal characteristics on the experience of psychotic 
experiences: intelligence as a useful attribute in engagement.
The relationship between succumbing to professional direction and 
ehronieity.
Personal attributes of the client having a negative impact on engagement 
and opportunities for change: the relationship between complexity and 
flexibility.
Interaction between cognitive difficulties in the client and time constraints 
of the professional.
Differentiating client beliefs and their impact on phenomenological 
exploration: link to reality, degree o f ‘entrenchment’.
Resistance from the service in opening up opportunities for change.
The impact of the service in closing down opportunities for change on 
fostering ehronieity.
The role of an early intervention service in providing a different approach
to working with psychosis: moving away from containing and maintaining 
experiences towards functional recovery and meaning making activities. 
Finding ways of overcoming fear resulting form psychotic experiences. 
Distinguishing the emotional response of the professional when working 
with people who are and are not defined as being ‘chronic’.
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• Distinction between people who are ‘chronic’ and those who are not in 
terms of whether they can be helped/the degree to which they can be 
helped.
• The link between psychotic experiences and developing personal 
characteristics.
• Describing the possibilities of working psychologically with complicated 
clients.
• The ability of a chronic client to change their ways of thinking around their 
psychotic experiences.
Professional characteristics
• Personal characteristics of the professional as a resisting factor against 
developing understandings around psychotic experiences.
• Professional being pulled towards taking a more parental stance with 
young people with psychosis: noticing this and at the same time trying to 
resist this pull.
• Distinguishing perceived role of the psychiatrist with that of other 
professionals: psychiatrist seen as more parental figure, gatekeeper of
categorisation and treatment?
• Developing a shared understanding and shared philosophy across the 
whole system in order to work better with psychotic experiences: 
spreading the message of the early intervention service.
• Clarifying an underlying principle: psychotic experiences in the main are 
negative and it would be better if they were reduced.
• The importance of theory being linked to helpful practice.
• Using the experience of another to develop an experiential understanding 
of psychosis.
• Shared communication around professional empathy and desire to help.
• The role of developing a collaborative recovery approach to aid 
engagement in contrast to the resistant elements associated with mental 
health services.
• Shared philosophical understandings leading to a shared set of practices.
Major Research Project
338
Importance of subjective perception.
Appeal to analogous personal experiences.
Difficulty but necessity of developing empathie understanding.
Importance of striving for empathie understanding through listening 
attentively and with discernment.
Intellectual vs. experiential understanding of psychosis.
Collaboration and resistance; the value of collaboration in opening up 
possibilities around interventions and the impact of resistance in narrowing 
the possibilities.
Recognising the value of working psychologically with people but 
difficulties in working in this way: resistance from the client to work in 
this way? Resistance from the professional?
Recognising the value of understanding the subjective experience in 
informing and making credible the professionals understanding. 
Distinguishing perceived role of the psychiatrist with that of other 
professionals: psychiatrist as a feared entity as a block towards exploring 
subjective experiences -  does this then create a cycle of misunderstanding 
for the psychiatrist?
The responsibility of professionals to overcome blocks in the way of 
understanding subjective experiences: creating non-medicalising contexts 
which create a barrier to understanding.
Highlighting mental health services as an element of resistance in working 
with people.
Collaboration vs. resistance: developing a shared understanding around the 
treatment approach and developing ways of maintaining this in the face of 
competing influences.
Accepting the clients view of the world/their personal reality as a means 
towards engagement and providing appreciative support.
The importance of trust in developing a relationship and a platform for 
change.
Trust as an enabler for challenging existing behaviours.
The importance of suspending your own beliefs as a professional in order
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to facilitate working with a client: not questioning the clients view in order 
to maintain engagement.
• Distinguishing the nature of psychotic experiences, the interpretation of 
these experiences (client and family appraisals) and degree of distress 
experiences as a result of these appraisals: the interplay and impact of 
these on treatment options, appraisals of risk to self and others, and 
appraisal of the degree of safety measures required.
• Personal characteristics of professionals creating resistance -  the risk of 
bum out.
• Taking an observer perspective?: reflecting on experiences and noticing 
behaviours.
• Finding common ground experiences as a way of working with a client in 
developing their understandings: using the professionals personal 
experiences and ways of understanding to inform the path taken?.
• The necessity of time in order to work psychologically.
• Link between professional flexibility and client flexibility.
• Flexibility around the approach used based on the needs of the client.
• Highlighting the tension between the medical-model and a recovery 
approaches.
• The use of a collaborative approach as a flexible professional position.
• The personal pull towards professional working with people with 
psychosis
The use o f  professional interventions
• Moving away from psychological ways of working towards practical 
interventions: containing experiences vs. working with them.
• The use of practical interventions as a means of moving towards 
psychological ways of working: containing experiences and then working 
with them.
• A growing commitment towards developing a shared understanding with 
people about the nature of their psychotic experiences.
• Analogy of artillery: having a number of interventions at your disposal.
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The value of having a multidisciplinary team and a range of therapeutic 
approaches at your disposal.
Moving away from psychological ways of working towards practical
interventions; containing experiences vs. working with them.
Highlighting the role of an occupational therapist in working with 
psychosis -  practical working around functioning and problem solving. 
Distinction between the types of work/changes that are possible to achieve 
with someone who is chronic: functional vs. psychological.
The use of practical interventions as a means of moving towards 
psychological ways of working: containing experiences and then working 
with them.
CBT as a tool for working psychologically with psychotic experiences. 
The danger of phenomenological exploration in jeopardising the working 
relationship.
The absence of psychological ways of working as a requirement for 
ehronieity.
Culture as a resistance element.
The use of practical and psychological ways of working together in order
to effect a change in quality of life.
Psychological ways of working informing practical interventions. 
Highlighting the value of working psychologically in terms of improving 
quality of life.
The use of practical and psychological ways of working together in order 
to effect a change in quality of life.
Developing shared understandings with clients 
Moving towards the client view
• The consequences of choosing a non-mental health explanation: non­
mental health explanations as having a protective benefit.
• A more liberal approach around insight? Choosing to use a non-mental 
illness explanatory framework but still receiving a label o f ‘insight’.
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Differentiating lack of insight, insight and additional insight: the value of 
choosing a non-mental illness explanatory framework as dependent upon 
the level of fear/distress.
The need to remain with a difference of opinion in order to maintain 
engagement.
Trust from the professional to the client.
Remaining with a difference of opinion.
Exploring a client’s life story and using this as a platform for developing 
understandings around psychotic experiences: linking life events/triggers 
to psychotic experiences.
Starting at the point of understanding from the client and competing 
against other informants: building up from this towards a greater level of 
understanding requiring flexibility from the professional towards moving 
more along the clients approach to understanding.
Professional adapting their language so that it fits more with the way in 
which it is used by the client.
Using clients’ understandings to develop the professional understanding. 
Starting at and remaining at the point of view of the client.
Fear of losing relationship leading to remaining with difference of opinion. 
The limitations of professional authority: power relationship with the 
media.
Developing understanding of the professional in relation to working with
people.
In the absence of personal experiences, drawing upon others experiences in 
order to demonstrate normality and foster hope.
The challenge of a difference of opinion upon the common ground.
Gentle acknowledgement of an existing difference of opinion.
The professional retaining their professional focus whilst maintaining the 
collaborative engagement.
Managing professional-personal boundaries.
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Moving towards the professional view
• Competing explanations around psychotic experiences e.g. spiritual vs. 
mental illness.
• Competing explanations around psychotic experiences e.g. reality vs. 
mental illness.
• The consequences of choosing a non-mental health explanation: perceived 
level of insight -  receiving a label of ‘insightless’ based on choice of 
explanatory framework.
• The consequences of choosing a mental health explanation: perceived level 
of insight -  being rewarded with a label of ‘insightful’ based on choice of 
explanatory framework.
• The link between insight and treatment resistance.
• The limitations of professional authority: power relationship with clients.
• Dealing with personal differences of opinion -  non psychosis related.
• Remaining with a difference of opinion by withholding information in 
order to protect the client.
• Difficulties in maintaining a shared understanding in the face of difficult 
circumstances.
• Differences between clients perceptions around treatment.
• Working with different levels of knowledge around psychotic experiences: 
raising a clients understanding to the level of the professional in order to 
work with them -  professional in expert position.
• Starting at the point of understanding from the client and competing 
against other informants: building up from this towards a greater level of 
understanding more on a level with that of the professional.
• Use of language moving away from medical jargon but retaining the 
theoretical principles.
• The distinction between clients who have a pre-existing understanding of 
psychosis in terms of ease with which a professional perspective can be 
imparted.
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Indication of openness around a clients meaning making in relation to 
psychotic experiences: highlighting a range of client explanations and 
differing degrees to which these link with the professional viewpoint. 
Moving from a shared understanding towards a position of enforcing the 
professional view point.
Starting within a professional framework: collaboratively building up from 
this towards a greater level of understanding by using professional 
knowledge and client experiential knowledge.
The distinction between validating clients beliefs vs. validating clients 
feelings.
Taking an observer perspective?: reflecting on experiences and noticing 
behaviours.
Offering explanatory choice within a wider professional framework.
The value of a systemic understanding in empowering the client.
Shared understanding about the client’s views and background as essential 
in developing shared understandings around psychosis.
Shared understanding not necessary for the implementation of treatment. 
Treatment approach leading to a shared understanding.
Shared understanding as knowing the person rather than a sharing of each 
others views.
Indicating that clients within an early intervention service may be more 
applicable for professional as informer.
Indicating that a psychologist may have a particular role in helping people
to develop their understandings.
Starting at the point of understanding from the parents and competing 
against other informants: building up from this towards a greater level of 
understanding more on a level with that of the professional.
Limitations in the power of the client: the client’s personal attributes being 
superseded by professional status/service needs -  the negative impact of 
this on talking about experiences and developing understandings.
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Moving towards mutual respect
• Shared understanding/common ground as understanding and accepting 
another persons view without necessarily agreeing with it: distinction 
between acceptance and agreement.
• Explanatory negotiation: linked to negotiation around client and 
professional power?
• Developing a shared understanding around the need for mutual respect.
• Recognising that professional and client explanations can work in parallel.
• The move away from an explanatory shared understanding towards a 
management shared understanding.
• The importance of describing the shared human experience.
• Developing a mutual shared understanding based on respect for the 
differences and similarities between client and professional viewpoints and 
remaining with this.
• The link between developing a shared understanding, developing 
engagement, and competing against negative public perceptions, service 
limitations, and professional-personal appraisals: the importance of 
describing the shared human experience between professional and client in 
fostering change
• Distinguishing the differing need for a personal shared understanding in 
teenagers and adults.
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Appendix 11. -  Memo Extracts
Memo around the sub-theme ‘professional conflict’ from the broad category 
‘professionals’ personal understandings’: fbllowins initial analysis of 
transcript one.
Professional conflict
Adam highlights the issue of disagreements between professionals that may be 
involved in a persons care. Sometimes this disagreement is not shared between 
the respective professionals as in the case where care has been passed from 
one service to another. Adam uses the example of a person entering inpatient 
care from community care. In his example, the community adult mental health 
psychiatrist is reported to have expressed his opinion that none of his clients 
with psychosis have a chance of getting better. Later Adam highlights this as 
possibly being a position taken particularly by psychiatrists in the community 
and suggests he “may not be selling my profession very well” in this respect. 
The alternative position held by Adam is that this is not true and as a result 
some repair work needs to be done, perhaps because this former opinion has 
also been adopted by the client. The task in this situation according to Adam is 
to restore hope. Adam also uses another example to demonstrate his sense that 
sometimes professionals approach to working with psychotic experiences 
differs. Adam reports on how he has come across examples where people have 
either been mis-diagnosed or diagnosed correctly but delivered using a wrong 
approach as in the case where a diagnosis of schizophrenia was not shared or 
communicated to a client. Adam refers to this as an “unkind” approach, 
possibly leading to a client experiencing shock when they do discover they 
have received the diagnosis, and then confusion around its meaning. In this 
case Adam employs a different approach of openness and education around 
diagnostic terms with the client. Adam also refers back to the previous opinion 
that people with schizophrenia do not get better, and instead communicates to 
his clients his own opinion that the prognosis is more positive that this. Adam 
reports that a difficulty can arise when the community psychiatrist is seen as 
being in a position of more power and decisions around treatment are “taken 
out of your hands because now there’s a real psychiatrist involved” and they
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take responsibility over these decisions. Adam highlights this as a risk, 
particular given his positioning in the Early Intervention team.
In contrast to situations where there may be differences of opinions between 
professionals, Adam also highlights examples where he has experienced a 
shared understanding or “united approach” between professionals. Adam 
refers to the Early Intervention team in which he works as one where a united 
approach is explained by the fact that it was born out of Early Intervention 
philosophy. In this respect the underpinning philosophy of the team acts as a 
unifying agent between each of its members who all adhere to it. Adam later 
notes that these “basic attitudes which run our service” have been around for a 
long time and now the team is united in terms of finding ways to employ these 
in practice, moving from a shared philosophy to a shared set of practices.
Adam also refers to a number of GP’s whom the team are connected to as 
having an understanding of how to work with psychotic experiences that is 
shared with the team. Adam describes the philosophy of the Early Intervention 
team as containing a set of beliefs around psychotic experiences including “not 
everybody’s necessarily got a life-time deteriorating illness” “he use of terms 
which are less diagnostic” such as using ‘psychosis’ rather than 
‘schizophrenia’, and a particular approach to working with people with 
psychosis such as a desire to develop hope, using less medication and when 
medication is used, to use more atypical rather than “old fashioned” 
antipsychotic medication, and using family, psychologically, and occupational 
therapy (working on increasing levels of functioning) orientated approaches 
with medication forming ‘part of the picture’ rather than being the only thing 
used. Adam also reports that one of the roles of the Early Intervention team is 
to pass on knowledge around their underlying philosophy to other 
professionals and services. Adam also acknowledges some of the limitations 
on his team however in terms of developing a shared understanding around 
what a client may be experiencing. He notes that “we don’t do enough of 
putting people on the spot about “what do you think this person is 
experiencing?” and so forth and just feeding the phenomenology in the room a 
bit”.
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Memo around the sub-theme ‘professional conflict’ from the broad category 
‘professionals’ personal understandings’: fbllowins analysis of all transcripts.
Professional conflict
Clashes between yrofessional viewpoints
Adam highlighted the issue of disagreements between professionals that may 
be involved in a persons care. Sometimes this disagreement is not shared 
between the respective professionals as in the case where care has been passed 
from one service to another. Adam used the example of a person entering 
inpatient care from community care. In his example, the community adult 
mental health psychiatrist is reported to have expressed his opinion that none 
of his clients with psychosis have a chance of getting better. Later Adam 
highlights this as possibly being a position taken particularly by psychiatrists 
in the community and suggests he “may not be selling my profession very 
well” in this respect. The alternative position held by Adam is that this is not 
true and as a result some repair work needs to be done, perhaps because this 
former opinion has also been adopted by the client. The task in this situation 
according to Adam is to restore hope. Adam also uses another example to 
demonstrate his sense that sometimes professionals approach to working with 
psychotic experiences differs. Adam reports on how he has come across 
examples where people have either been mis-diagnosed or diagnosed correctly 
but this was delivered using a wrong approach as in the ease where a diagnosis 
of schizophrenia was not shared or communicated to a client. Adam refers to 
this as an “unkind” approach, possibly leading to a client experiencing shock 
when they do discover they have received the diagnosis, and then confusion 
around its meaning. In this case Adam employs a different approach of 
openness and education around diagnostic terms with the client. Adam also 
refers back to the previous opinion that people with schizophrenia do not get 
better, and instead communicates to his clients his own opinion that the 
prognosis is more positive that this. Adam reports that a difficulty can arise 
when the community psychiatrist is seen as being in a position of more power 
and decisions around treatment are “taken out of your hands because now 
there’s a real psychiatrist involved” and they take responsibility over these
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decisions. Adam highlights this as a risk, particular given his positioning in the 
Early Intervention team. Carol similarly spoke about differing opinions 
between professionals in different mental health teams. Like Adam she 
highlighted “some of the doctors in the adult services” as having a different 
perspective and way of working which clashes with those of the early 
intervention service. Thus whilst the early intervention team might view a set 
of experiences as constituting a ‘first episode psychosis’ a doctor in the adult 
service might view this as constituting ‘schizophrenia’. This has consequences 
in terms of the treatment approach that is then taken e.g. ‘medication for the 
rest of your life’ vs. a recovery approach. The approach of the other doctor is 
regarded by Carol as dangerous and the role of the early intervention team is 
sometimes to work against this competing influence and ‘undo some the 
damage caused’. Carol notes that this other way of working is a more 
traditional or older way of working when she states that “even within kind of 
professionals and services there’s still that around...that, you know, that 
people don’t always or easily recover from an episode of psychosis and that 
actually an episode of psychosis is actually schizophrenia”. The newer, 
optimistic and perhaps more flexible approach of the early intervention service 
is presented by Carol as being a better model for working. Carol notes that the 
differences are not represented at a team-team level but instead are differences 
on an individual level. Thus there may be individuals within a team who agree 
with the early intervention philosophy and some who do not. This perhaps 
links to the idea that some professionals have the characteristics of being 
open-minded and being able to hold different approaches in mind and some do 
not. Carol indicates some potential reasons behind not sharing an early 
intervention understanding: too little experience of first episode psychosis or 
too much experience of long-standing schizophrenia. What is also interesting 
is the further way in which Carol indicates that professionals may be ‘stuck in 
their ways’ which appears to echo Adam’s descriptions of clients who were 
‘stuck in their thinking’ with regards to their ability to develop new 
understandings around psychosis. Perhaps then amongst some professionals 
there is difficulty in being flexible. Carol notes that professionals can also 
have ‘bizarre ideas’ about psychotic experiences which again echoes other
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descriptions around client beliefs. Thus in this respect perhaps just as there 
may be personal characteristics within some clients that resist developing 
understandings around psychosis, so too can there be similar personal 
characteristics within some professionals.
Emily’s descriptions perhaps highlight the existence of alternative professional 
institutions other than those of psychiatry that produce their own guidance 
around defining psychosis. Emily suggests that it is not necessary to believe in 
a particular ‘dogmatic view’ such as a medical approach. Whilst is might be 
argued that given her use of the word, she believes that the alternative 
sociological approach is more ‘progressive’ than the medical-model, she goes 
on to indicate that the approaches do not necessarily need to compete against 
each other but rather they can exist in parallel. Thus Emily notes that she 
respects the views of doctors and biologists who may work according to 
organic and bio-chemical explanations with medication as the treatment. Yet 
she also notes that she doesn’t have a ‘role’ in that. Fin similarly noted that 
medication could help to reduce the intensity of psychotic experiences, but 
that other explanatory frameworks were then required to move the client 
further towards recovery. Emily also highlighted some of what she regards to 
be the limitations of a medical approach such as medication helping some but 
not all people. Thus whilst respecting the medical approach she is also able to 
respect the competing view that: “medication has maybe more detriments than 
positive aspects” to the point where she might support someone in coming off 
medication if this felt appropriate. Fin similarly indicated her view that “you 
cannot just totally rely on medication alone, you’ve really just got to work 
with the person alone from another perspective”. Emily appears to be able to 
balance competing views and hold both in mind without necessarily 
completely allying herself to either one. Instead she is able to keep an ‘open 
mind’ respecting the advantages and disadvantages of each. Thus in the case 
of medication she also notes that: “medication has a big place in most of the 
peoples lives that we come into contact with, and it seems to have generally 
positive effects” which would appear to contradict her earlier comment, but 
instead compliments her own flexibility. Perhaps this feeds into Emily’s
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personal view that psychosis can emerge from a range of causal factors 
including more sociological ones such as abuse, and more medical/biological 
ones such as head trauma and organic dementias. In this sense her 
acknowledgement that there can be many causes of psychosis enables her to 
hold in mind parallel professional views and she may choose to follow one 
view at one time depending on what ‘seems to be presented’. Emily goes on to 
demonstrate how taking this individual approach can work in practice, where 
the particular presentation of the client indicates which professional approach 
is most appropriate. Thus she provides an example of a man where there was 
evidence that a brain tumour led to his hearing voices, thus there was a clear 
physical origin and perhaps a medical approach would then be most 
appropriate. Fin appeared to be describing a similar approach and noted that 
this involved ‘looking at things in a systemic way’ or using a “multi-factorial 
model”. In turn she noted that you may want to “go along a bio-psycho-social 
model’. Like Emily she also noted that “there must be various factors in terms 
of ideology”.
Emily highlighted the approach of Romme and Escher, perhaps as an example 
of an alternative professional approach to working with hearing voices than 
that of a medical approach. She noted that this approach is not medication 
oriented, but is instead more psychosocial, focussing on ‘constructing an 
understanding’ of psychotic experiences as being the most helpful approach to 
take with clients. Thus psychological ways of working are presented as an 
alternative to medication and sociological and psychological factors are 
considered in explaining psychosis as opposed to biological explanations. 
Emily suggested that the hearing voices network in the UK and the use of 
psychosocial interventions had continued to promote this way of working. 
However whilst Emily describes her own ability to hold medical and 
psychosocial approaches in mind in parallel, she suggested that doctors are not 
so able. Thus she noted that some doctors: “can’t appreciate a sort of, a more 
sociological, familial, view of someone’s world as being as important as a 
medical treatment such as medication”. Thus perhaps this highlights a 
potential professional clash that can occur between medical and sociological
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approaches to understanding. This in turn perhaps links with rising differences 
in opinions between doctors and other professionals. The clash is seen to occur 
when one professional is unable to keep an open mind to alternative 
professional approaches to understanding psychotic experiences. As well as 
referring to the definitions of ‘psychiatry’ around psychotic experiences,
Adam as a psychiatrist also highlighted other factors that might lead to the 
development of psychotic experiences, help to maintain them, or could be a 
factor in their re-development (referred to as a ‘relapse’). In this respect 
perhaps Adam was demonstrating his ability to keep an open mind and 
consider explanations other than psychiatric ones. In terms of psychotic 
experiences linked to mental illness, Adam noted that the family environment 
and family members around a client can be an influential factor with regards to 
maintenance and relapse. Adam also referred to the level of functioning of the 
client or the ability to continue doing everyday activities such as going to work 
or school, as impacting upon the course of psychotic experiences, with those 
with lower levels of functioning having a more negative prognosis with 
regards to their well-being and levels of distress in relation to their psychosis. 
Adam also highlighted the impact of society on a client’s prognosis, 
distinguishing societies that exclude people who experience psychosis from 
those who do not. In this sense Adam regarded there to be interplay between 
psychotic experiences and the contexts in which they occur as to how those 
experiences and life contexts together will impact on the client. Adam 
indicated that there is evidence suggesting that within societies that do not 
exclude, client’s prognosis is better.
Harry’s understanding of psychosis appeared to have remained more closely 
tied to the original medical-model conceptualisation where there was either 
psychosis or pseudo-psychosis. The professional-personal understandings of 
psychosis perhaps develop through the characteristics of the professional to be 
think flexibly, to be open minded, to have received education from several 
approaches, and to have a tendency to draw upon practice based as well as 
professional theoretical knowledge. Thus professional personal characteristics 
such as being unable to hold different approaches in mind and holding older
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views around the negative prognosis for people who experience psychosis 
were regarded to clash with more open-minded and optimistic professional 
viewpoints creating a professional-professional clash. Some participants 
indicated that the older views were more common amongst psychiatrists and 
could be dangerous, having a negative impact upon clients. It was also 
indicated that certain professionals might hold more ‘professional power’ in 
certain contexts which could impede the development of more useful 
approaches. In order to combat this, participants indicated their role was to 
repair the damage that had been done and to educate professionals who held 
more traditional views about the newer approaches to working with people 
with psychosis.
Greg highlighted some of the limitations of using ‘mental illness’ as a way of 
framing psychotic experiences. He noted that this view might clash with non- 
western conceptualisations where psychotic experiences might be perceived as 
positive or with clients own views that indicate the experiences can be 
positive. As a result Greg noted that if the psychotic experiences do not lead to 
contact with mental health services, or if the experiences are viewed by the 
person as a meaningful part of their lives, then it may not be appropriate to 
term these experiences as ‘mental illness’. Here Greg’s personal understanding 
of psychosis is more flexible than a purely professional understanding. For 
Greg only if the psychosis is impacting negatively on a person’s life or they 
present a risk to the person or others, is he more comfortable in using the term 
‘mental illness’ and perhaps “something needs to be challenged”. When not 
using the term ‘mental illness’ Greg appeared to indicate that there was scope 
for the person themselves to interpret their experiences. In general however 
Greg might describe it simply as a “different or unusual experience for that 
person” the cause of which may be “difficult to determine”. Greg later moved 
towards placing psychotic experiences under the possibly more gentle term of 
‘a mental health experience’. For Greg even if people have positive psychotic 
experiences they may still need to learn how to incorporate these within their 
lives which was regarded as being a parallel process to ‘recovery’ from 
negative psychotic experiences. In general for Greg there is always a move
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away from diagnosis and towards focussing on the specific experiences 
themselves. For Greg always using the term mental illness is an ‘extreme 
approach’ something he does not advocate.
The use o f  Early Intervention philosophy as a unifvins professional 
approach
Adam referred to the Early Intervention team in which he works as one where 
a ‘united approach’ between professionals has been bom out of Early 
Intervention philosophy. In this respect the underpinning philosophy of the 
team acts as a unifying agent between each of its members who all adhere to 
it. Adam later notes that these “basic attitudes which run our service” have 
been around for a long time and now the team is united in terms of finding 
ways to employ these in practice, moving from a shared philosophy to a 
shared set of practices. Adam also refers to a number of GP’s whom the team 
are connected to as having an understanding of how to work with psychotic 
experiences that is shared with the team. Adam describes the philosophy of the 
Early Intervention team as containing a set of beliefs around psychotic 
experiences including “not everybody’s necessarily got a life-time 
deteriorating illness”, “the use of terms which are less diagnostic” such as 
using ‘psychosis’ rather than ‘schizophrenia’, and a particular approach to 
working with people with psychosis such as a desire to develop hope, using 
less medication and when medication is used, to use more atypical rather than 
“old fashioned” antipsychotic medication, and using family, psychologically, 
and occupational therapy (working on increasing levels of functioning) 
orientated approaches with medication forming “part of the picture” rather 
than being the only thing used. Adam used the analogy of having an ‘artillery’ 
of interventions to describe his sense that a range of approaches are useful. In 
this respect Adam also indicates the value of having a multi-disciplinary team 
with a range of professionals available. This perhaps links to Emily’s 
descriptions of different professional approaches being able to work in 
parallel. Adam also reported that one of the roles of the Early Intervention 
team is to pass on knowledge around their underlying philosophy to other 
professionals and services. Adam also acknowledges some of the limitations
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on his team however in terms of developing a shared understanding around 
what a client may be experiencing. He notes that “we don’t do enough of 
putting people on the spot about “what do you think this person is 
experiencing?” and so forth and just feeding the phenomenology in the room a 
bit”. Yet Beth who works in the same team indicates that the shared set of 
practices that are used differ from and are better than those of other services. 
Beth suggests that the difference between her service and others is that the 
members of her team are working to implement changes whereas as in other 
teams the aim is to maintain the current state and level of functioning. Emily 
presented her view as someone outside of an early intervention reflecting upon 
the differences between this kind of service and her own CMHT. Emily’s 
outsider perspective appeared to mirror to some extent the views of those 
participants working in early intervention. Thus she felt that whilst her CMHT 
focussed on practical approaches geared towards maintaining clients quality of 
life, an early intervention was focussed more towards helping people to 
improve their lives. She noted that in an early intervention team there was a 
“team approach with a type of problem. And where “the beliefs and interests 
of the people there are all quite common”. This shared understanding was 
regarded to be a preferred way of working with psychosis. Carol reflected 
upon the initial process of developing a shared early intervention philosophy 
as one where all members of her team were educated in an early intervention 
and recovery approach. Then there became a shared understanding amongst 
the team where everyone was “pretty much on the same wavelength”.
Jack spoke about how in his role as a psychologist within an early intervention 
team, his task was sometimes to help the team come to a shared understanding 
around their thoughts about a client. For Jack sometimes this meant navigating 
different views and Jack spoke about the need at times to hold different 
formulations in mind at the same time.
Adam told me that he and the other professionals in his Early Intervention 
team strive to “join people in thinking in similar ways” and there is a 
commitment to “come to a shared understanding”. Adam also reflected upon
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the issue of having a shared understanding across the whole system and of the 
impact of this on a shared understanding between professional and client. For 
Adam in order to increase the chances of achieving a shared understanding 
with a client, a shared understanding also needs to be achieved with other 
professionals, parents and the general public around psychotic experiences. 
Adam noted for example how a client can “reflect parental and societal 
attitudes” and thus working on the wider system can also help with developing 
individual shared understandings. Adam highlighted the role that an early 
intervention team can play in this in terms of communicating their approach 
and philosophy around working with psychotic experiences.
The search for an underlvins principle?
In some ways Adam appeared to make efforts towards describing an 
underlying principle that should be shared across the whole system: that in 
general psychotic experiences were negative and it would be better if they 
were reduced. Emily highlighted her perception of what her clients’ 
perceptions of psychosis were which seemed to fit with this principle. She 
noted that psychotic experiences were ones: “they don’t have any control over. 
That they quite often are fearful of. And that mostly, mostly they wish wasn’t 
there”. In general her sense appeared to be that psychosis was “an overriding 
negative experience”. Emily draws upon an example of, in her words, a client 
with “the most negative features that any psychiatrist had ever seen”. Here 
Emily is highlighting not only the distressing experiences of psychosis but also 
of the ‘knock on effect’ of these experiences on the life of this client. Perhaps 
this case helps to shape Emily’s understanding of psychosis as negative. It 
may be the case that the other professionals interviewed have similar 
experiences of working with or hearing about people whose lives have become 
‘despondently gloomy’ in terms of their hopes for the future, linked to their 
experiencing psychosis. Yet even within this ‘underlying principle’ Adam 
accepted that there could be exceptions: where people could “value the 
psychotic experiences at some level”. Emily also acknowledged that she could 
think of ‘one or two’ examples where the experience was positive, such as a
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voice that gave ‘direction, encouragement, and reassurance’. Fin similarly 
presented both views noting that some people were frightened, confused and 
distressed by their experiences, but that the content of the experiences could 
change so that they were comforting. For Fin the meaning as well of the 
content of experiences is also important as someone may not believe their 
experiences are real and as a consequence be less distressed by them. Beth 
perhaps also made reference to this principle when she accepted that there 
were both enjoyable and terrifying experiences but that ultimately she didn’t 
think she had ever come across anyone where “it’s alright all the time”. Greg 
appeared not to accept this ‘underlying principle’ and positioned it within a 
medical-model understanding. For Greg it was false to accept that psychosis is 
always something to “get rid o f ’ or “eliminate” as it can “become part of their 
life and it can be a positive part of themselves. So trying to get rid of.. .it’s not 
something that’s always the best thing”. Instead Greg advocated not 
necessarily focussing on a fixed diagnosis and rather than trying to get rid of 
experiences, the aim was to aid people in achieving their potential level of 
functioning and supporting them to achieve what they want to achieve. At the 
same time Greg did not dismiss the value of reducing negative psychotic 
experiences for example when they were associated with increased risk 
factors. Rather Greg indicated that it was wrong to always take this approach. 
As he noted: “I think if you take the time to listen to that and what is actually 
going on for them and what it actually involves, rather than just hear the 
person say ‘I’m hearing voices’, ‘right their psychotic, which medication do 
they need to go on?”’. Thus Greg’s underlying sense of what his work was 
about was that it consisted of acknowledging the positive aspects of psychosis 
and reducing the negative aspects. For Greg the psychosis itself might also not 
be the most significant factor in a person’s distress and at times the task may 
be to make other changes in the environment as the priority so that the client 
was then in a better position to incorporate their psychotic experiences into 
their lives. In this sense the aim was not to reduce the experiences but to 
“bring them more meaning and fulfilment in their life, rather than getting rid 
of the psychotic experience”. Jack similarly indicated that whilst a service 
might get drawn into the assumption that professionals should be helping
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people to get rid of their psychotic experiences, this was not necessarily the 
case. Thus Jack was also able to identify the existence of positive and negative 
psychotic experiences. Jack instead accepted that “there are times, people who 
have good and bad, kind of, experiences, or at least there’s some kind of 
benefit to somebody in terms of company or reassurance from some of those 
experiences”. Jack also spoke about how as a result he had had disagreements 
with other professionals around what the targets for change should be.
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